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During the present session your attention 
has been directed frequently to the etiologic 
relation of infectious diseases and of infec- 
tions to ocular disorders. To-day I desire 
to pursue this subject and to speak (1) of 
some of the types of ocular tuberculosis, 
and (2) of certain corneal infections and 
their treatment with bacterins. 

Case 1.—Tuberculous Sclerokeratitis of 
the Right Eye; Left Eye Normal.—Result 
of Tuberculin Treatment.—The case his- 
tory of this patient, a girl, aged eighteen, 
is as follows: Eight years ago—that is, 
when the patient was ten years of age— 
the right eye was attacked by an inflamma- 
tion, and during the succeeding two years 
was never quite free from its effects. Ulti- 
mately the eye lost its inflammatory symp- 
toms and apparently was quiet until the 
patient reached the age of fourteen years, 
when a second attack occurred, which, like 
the first one, repeated itself a number of 
times during the succeeding two years. 
Exactly what the condition of affairs was 
at this time it is impossible to state, but the 
patient is quite sure that the attacks were 
unaccompanied by pain. A period of free- 
dom from inflammation lasting between 
three and four years succeeded, followed 
three months ago by the third attack, more 
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active than either of the two previous ones, 
with supraorbital 
pain, particularly at night. During all of 
this period the patient has been under 
competent medical supervision, and doubt- 
less most of the remedies employed under 
circumstances of this kind have been ex- 


and associated severe 


hibited. Except for her ocular discom- 
forts, she maintains that her health has 
been good, and there is no history of acute 
infectious disease with which this process 
was associated. 

At the first examination the vision of the 
right eye amounted to counting fingers at 
30 centimeters. The cornea was occupied 
by a number of patchy, white infiltrations, 
some of which were superficially placed, 
that is to say, apparently just beneath the 
epithelium, and others more deeply situated 
Across the 
cornea, especially above and to the inner 


within the true corneal tissue. 


and outer sides, there was a moderate in- 
The entire sclera, not- 
ably in its upper expansion, exhibited a 
deep injection of a bluish-red or violaceous 
tint, and the episcleral tissue was tumid and 
edematous, so that it presented a somewhat 
gelatinous appearance, and throughout it 
were numerous pinhead-sized yellowish 
nodules. The iris was with difficulty seen 
on account of the corneal opacities, but it 
was evidently discolored, and the remnants 


growth of vessels. 
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of former synechiz, as well as uveal pig- 
ment on the capsule of the lens, were 
visible. 

The left eye was normal in appearance, 
had never suffered from inflammation, ex- 
hibited no ophthalmoscopic lesions, and 
after the correction of 3.25 D. of corneal 
astigmatism, secured a vision of 6/9. 

Evidently this patient, in so far as the 
right eye is concerned, was the subject of 
sclerokeratitis, or, more accurately, sclero- 
kerato-iritis, a disease characterized by 
chronicity and relapses, and which has been 
attributed to rheumatism, gout, disturbances 
of the sexual apparatus, especially anom- 
alies of menstruation, to syphilis, to gon- 
orrhea, and particularly, as the result of 
comparatively recent studies, to tubercu- 
losis. In point of fact, the last-named 
infection is in all probability not infre- 
quently the etiologic factor in this disease 
and other types of scleritis and sclerokera- 
titis. 

Naturally, before proper therapeutic 
measures can be applied, it is desirable in 
a case of this character that the most 
searching investigation of the patient’s 
general condition shall be made. At my 
request Dr. Alfred Stengel carefully exam- 
ined this patient. The renal and cardio- 
vascular systems were normal, and there 
were no signs of pelvic, intestinal, or ab- 
dominal disease, but the chest was found 
to be badly constructed, the spine being 
curved somewhat to the right, causing a 
greater fulness of the right back and of the 
right lung than of the left. Distinct clin- 
ical evidences of tuberculosis were not 
obtained, and there were no physical signs 
pointing to a lesion of the lung, nor were 
there any glandular enlargements. A blood 
examination showed 4,520,000 red cells, 
6240 white cells, and 80 per cent hemo- 
globin. The differential count was as fol- 
lows: Polymorphonuclears 60, lympho- 
cytes 31, large mononuclears 3, transitional 
1, and eosinophiles 5. The only abnormal- 
ities, therefore, were a slight increase of the 
lymphocytes and a moderate excess of the 
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eosinophiles. The former—that is, the 
increase of the lymphocytes—might pos- 
sibly, as Dr. Stengel points out, indicate a 
latent tuberculous infection. 

Examination of the nasopharynx by Dr. 
Charles P. Grayson demonstrated that the 
right nasal fossa was chronically and con- 
siderably obstructed, not only by a promi- 
nent septal ridge, but by a distinct hyper- 
trophy of the middle and lower turbinates. 
The indications seemed to be that by oper- 
ative and other measures improved eth- 
moidal drainage should be established. 

Finally, a Von Pirquet test was actively 
positive, and microscopic examination of 
several of the small nodules to which I 
have already made reference showed epithe- 
lioid cells and giant cells, but no tubercle 
bacilli. In other words, some of the histo- 
logical characteristics of tuberculous tissue 
were present. 

Therefore, especially as a subcutaneous 
injection of old tuberculin produced a 
slight febrile reaction and some increase in 
the redness of the eye, the diagnosis of 
tuberculosis as the probable active factor 
in the ocular inflammation seemed to be 
established, or at least strongly suggested, 
and treatment with tuberculin was begun, 
the injections being given daily for ten 
days, then every other day for nearly two 
weeks, and after that from time to time— 
that is to say, for two or three days at a 
time—for six weeks longer. During this 
entire period the temperature never rose 
above the normal point, nor was there any 
febrile reaction indicated by increased 
pulse-rate or respiration, save only once, 
and that during the latter part of the treat- 
ment, when for twenty-four hours there 
was a Slight rise of temperature and some 
conjunctival flushing. No other treatment 
was used except saturated boric acid irriga- 
tions and scopolamine hydrobromate, 2 
grains to the ounce, with sufficient fre- 
quency to maintain mydriasis. 

Marked improvement began within a 
week after the tuberculin injections had 
been started, and continued to be very man- 











ifest until at the expiration of two and one- 
half months the eye was absolutely white 
and quiet, not a trace of the scleral injec- 
tion, gelatinous infiltration of the episcleral 
tissue, or tuberculous nodules within it, 
being visible. The small patchy opacities 
in the cornea, while not so marked as they 
had been during the high-grade inflamma- 
tory process, are still, as you observe, in 
evidence, but vision, which it is hoped will 
be still further improved by systematic 
massage with the yellow oxide of mercury 
ointment, has risen from counting fingers 
at 30 cm. to 6/60. 

In the present instance the tuberculin 
employed was that known as tuberculin 
“old” (H. K. Mulford Co.), put up in 
vials containing five serial dilutions. Each 
two minims of No. 1 contains 1/1000 mg. 
of tuberculin; each two minims of No. 2 
contains 1/100 mg. of tuberculin; each two 
minims of No. 3 contains 1/10 mg. of 
tuberculin; and each two minims of No. 4 
contains 1 mg. of tuberculin. According to 
the directions, the dose of each dilution is 
two minims, progressively increased by two 
minims until twenty are injected, after 
which the next series is begun. During the 
daily injections used in the present patient 
the usual increase of two minims was made 
until twenty minims were employed, when 
dilution No. 2 was substituted, in which, 
as you will remember, each two minims 
contains 1/100 mg. of tuberculin, but the 
dose was not increased above 10 minims. 

The result of the tuberculin treatment of 
this patient’s eye, as you observe, was most 
favorable, and the case illustrates well the 
advantages of this therapeutic procedure. 
Ordinarily in tuberculin treatment of ocular 
tuberculosis, tuberculin “T. O.” is not much 
employed, because it is a filtrate of an emul- 
sion of bouillon culture of tubercle bacilli 
in which are the products of the growth of 
the bacilli, substances extracted from the 
bacilli and the unaffected constituents of 
the bouillon. Now in the process of its 
preparation it is subjected to a temperature 
which varies from 70° to 90° C., and which 
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doubtless interferes to a certain extent with 
its therapeutic value. The immunity pro- 
duced by it “is an immunity to the toxin 
and not to the germ.” Hence more certain 
results are apt to follow the use of Koch’s 
new tuberculin, tuberculin “T. R.,”’ which 
may be described as a centrifugated extract 
of dried tubercle bacilli. Von Hippel ad- 
vises, and he has had a large experience 
along these lines, that in using the tuber- 
culin “T. R.” the initial dose should be 
1/500 mg., and that this dose should be 
gradually increased to 1/50 and even to 
10/50 mg. If the process resists the influ- 
ence of the tuberculin, a further increase 
of the dose from 1/5 mg. to 5/5 mg. should 
be employed—that is to say, the maximum 
dose does not exceed 1 mg. 

Some surgeons, for example, Dr. George 
S. Derby, of Boston, recommend very 
highly the use of a bouillon filtrate of 
tuberculin obtained from the Saranac Lab- 
oratory which is exceedingly active. The 
initial dose is 1/10,000 mg., which is grad- 
ually increased until a dose of 1 mg. is 
reached, which is rarely exceeded. Com- 
paring the bouillon filtrate to which I have 
made reference with the bacillus emulsion 
“B. E.,” it will be found that 1/10,000 mg. 
of the former approximately equals 1/1000 
of the latter, which is made by filtering off 
the liquid of the bouillon culture, and wash- 
ing, drying, and triturating the bacilli in a 
mortar until no whole bacilli remain. The 
powder is taken up in a 0.8-per-cent salt 
solution, and added to 50-per-cent glycerin- 
water, so that 1 mg. of the powder is con- 
tained in 0.2 Cc. of the final preparation. 
Finally, the emulsion is subjected to a tem- 
perature of 60° C. in order to destroy any 
possible intact bacilli.’ 

Naturally, if it were possible to ascertain 
the strain of the bacillus which is respon- 
sible for the disease about to be treated with 
tuberculin, the best results could be ob- 
tained, but when this is not possible a 
tuberculin must be employed prepared from 
"Mamie “The Status of Vaccine and Serum Therapy 


in Ophthalmology,” by John E. Weeks, M.D., Presessional 
Reprint, Section of Ophthalmology, A. M. A., 1910, p. 179. 
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the human strain in the manner which I 
have already described, and as you have 
observed in*the patient already demon- 
strated to you, the results may be most 
excellent. The object of this treatment is 
to stimulate the tissues so that they shall 
produce antibodies; that is to say, the en- 
deavor is made to create an “active” im- 
munization. Substances which thus create 
an active immunization are usually known 
as vaccines, or, more properly, as bacterins, 
and the tuberculins to which I have made 
reference—that is, tuberculin “T. R.” and 
bacillus emulsion “B. E.”—are practically 
bacterins. 

CasE 2.—Tuberculous Sclerokeratitis of 
the Left Eye; Right Eye Normal—Effects 
of Treatment with Tuberculin Compared 
with the Ordinary Treatment——The case 
history of this patient, a married woman, 
aged thirty-six, is as follows: Some years 
ago, although in comparatively good health 
(for she is the mother of two healthy chil- 
dren, her husband is normal, and there is 
no noteworthy flaw in her personal or fam- 
ily history), the patient came to the Surgical 
Dispensary of the University Hospital for 
the relief of suppurating glands in the groin 
and in the lower part of the neck above the 
clavicle. At that time her eyes were not 
affected, and the surgical procedure con- 
sisted in curettement and local iodoform 
dressings, together with the administration 
of iodide of potassium. About eighteen 
months or two years ago the left eye was 
attacked by an inflammation, which has re- 
curred on a number of occasions. It is un- 
necessary to give in detail a description of 
the various exacerbations, which have all 
resembled each other, as follows: The 
sclera, chiefly in its upper and outer ex- 
pansion, is densely injected, tumid, and 
scattered through it are numerous small, 
pinhead - sized yellowish- white nodules. 
There is a moderate ingrowth of superficial 
vessels in the cornea, and at the outer side 
a curious tongue-shaped infiltration, to 
which I wish to call your special attention, 
and which passes from the margin of the 
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cornea to a little beyond its center, being 
deeply situated—that is to say, placed with- 
in the true corneal tissue. Such infiltrations 
beginning in the corneal periphery, and 
pushing their way into the cornea, often of 
a distinct tongue-shaped or triangular form, 
have been especially referred to by Bach as 
somewhat characteristic of their tuberculous 
nature, 

For a long period of time this patient 
was treated in the ordinary manner—that is 
to say, with atropine or scopolamine mydri- 
asis, dionin, hot compresses, subconjunctival 
injections of saline solution, and the internal 
administration of iodide of potassium, 
iodide of sodium, salicylate of sodium, and 
aspirin, according to the indications. Of 
these various procedures the best results 
seemed to follow subconjunctival injections 
of saline solution, the internal administra- 
tion of iodides, and, when the process was 
exceedingly active, full doses of salicylate 
of sodium, and yet the eye never regained 
entirely its normal condition—that is to say, 
the inflammatory reaction never entirely 
subsided. 

Therefore a diagnostic dose of tuberculin 
as it is furnished by the Marietta Farms 
was given, with the result that there was an 
exceedingly active reaction, both general 
and local, the temperature rising to 102° F. 
and the eyeball becoming intensely injected 
and slightly tender to the touch, the patient 
at the same time suffering from an active 
headache lasting for twenty-four hours, to- 
gether with some nausea. This indicated 
that the clinical appearances, which strongly 
suggested a tuberculous nature of the pro- 
cess, had been correctly interpreted, and the 
patient was admitted to the hospital for the 
purpose of receiving subcutaneous injec- 
tions of tuberculin, which now were given 
in much smaller doses, the same tuberculin 
being used which had been employed in the 
diagnostic test. It was gradually increased 
until 2 mg. was employed, the injections 
having been given on alternate days, the 
initial dose having been one-fiftieth of a 


milligramme. Even with the small doses 











there was always a moderate reaction, but 
the ocular process subsided, and for the 
first time in the history of this patient’s dis- 
abilities it seemed as if a cure was in sight. 
Indeed, for a period of time lasting a num- 
ber of weeks the eye was practically quies- 
cent, when, as you see, there has been a 
return of the process, and the redevelop- 
ment of the symptoms which I have just 
described to you and of the lesions which 
you have witnessed. I have advised a re- 
entrance into the hospital and the trial of 
tuberculin injections in much smaller doses, 
using either tuberculin “T. R.,”’ according to 
the Von Hippel method, or the bouillon 
filtrate. Should the patient consent, I shall 
on some future occasion describe to you the 
results. 

I bring her before you now so that you 
may see, in the first place, the almost char- 
acteristic triangular infiltration of the 
cornea to which I have called your attention, 
and upon which Bach lays so much stress, 
and also because I want to impress upon 
you the importance in tuberculin treatment 
of giving that dose which the patient will 
endure without signs of reaction, either gen- 
eral or local. You will recall that in the 
first patient, during the long period of 
tuberculin treatment, we succeeded in grad- 
ually increasing the dose in such a manner 
‘that there never was a rise of temperature 
above the normal and never a local reaction 
im the eye except once, and that these re- 
actions were extremely slight and lasted 
only for a day. On the other hand, in this 
patient the tuberculin treatment, even when 
comparatively small doses were used, was 
always followed by considerable bodily dis- 
comfort and reaction, as well as by moder- 
ate increase of local congestion. While the 
treatment temporarily produced an improve- 
ment greater than had been obtained by the 
ordinary therapeutic measures, it was not 
lasting, as it was in the first patient, and I 
am inclined to think that our results would 
have been better had the initial doses been 
smaller and had we employed, for example, 
tuberculin “T. R.,” or even tuberculin “old” 
—that is to say, the same preparation which 
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I used in the treatment of the first pa- 
tient. 

In brief, then, when satisfied that an 
ocular lesion of the uveal tract, or cornea, 
or scleral expansion is tuberculous in origin, 
the patient’s temperature should be taken 
three times a day for three days prior to the 
beginning of the tuberculin treatment. An 
active tuberculin should be selected—for 
example, tuberculin “T. R.” or a bouillon 
filtrate—and the initial dose should be small, 
such as I have already described, and the 
injections given every second or third day, 
according to the results, the object being to 
increase fhe dose to that which the patient 
will bear without signs of reaction, either 
local or general. 

Case 3.—Infected Ulcer of the Cornea 
with Hypopyon, Due to the Streptococcus 
Mucosus—Results of Bacterin Treatment. 
—The case history of this patient, a man, 
aged fifty, is as follows: A few days prior 
to his entrance into the hospital the cornea 
of the left eye was abraded as the result of 
an accident, a small piece of plaster having 
fallen and come in contact with the cornea 
near its upper portion. Exactly what the 
treatment at the time was I do not know, as 
the accident happened in a distant town. 
When the patient presented himself in the 
Dispensary for Diseases of the Eye there 
was a large, irregular ulcer situated in the 
upper third of the cornea, having a ‘sinuous, 
slightly undermined border, yellowish in 
color, and a gray sloughing base. Moderate 
hypopyon, about 3 mm. in height, was evi- 
dent, the iris was tumid and discolored, and 
synechiz were beginning to form between it 
and the capsule of the lens. The patient 
was admitted to the hospital, atropine my- 
driasis, hot compresses, and bichloride of 
mercury, 1:8000, irrigations were ordered, 
and the ulcer was touched with pure car- 
bolic acid. In spite of this treatment, within 
the next twenty-four hours the hypopyon 
had increased and the ulcer extended, and 
within another twenty-four hours the hy- 
popyon was so great that the anterior cham- 
ber was nearly filled with the purulent 
material. Some of you will remember that 
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I then proceeded to open the anterior 
chamber by a modified Saemisch section, 
removing with forceps the hypopyon, which 
came out almost en masse, to irrigate the 
anterior and posterior chambers freely with 
physiologic salt solution, washing out the 
last remnants of the purulent collection, and 
to cauterize the surface of the ulcer. 

Before this treatment was begun a cul- 
ture was made from the ulcer, and also one, 
after its removal, from the hypopyon. As 
is usual in these cases, the hypopyon was 
sterile, but from the ulcer a perfectly pure 
culture of streptococcus mucosus was ob- 
tained, and from it at my request Dr. B. A. 
Thomas prepared a bacterin, or vaccine. Of 
this bacterin the patient received three in- 
jections, the first containing 50,000,000 
cocci, the second, five days later, 100,000,000 
cocci, and the third, four days later, again 
100,000,000 cocci. Distinct improvement 
was noted after the first injection and con- 
tinued rapidly after the two following in- 
jections, and the ultimate result was, as 
you see, an eye perfectly quiet with a clear 
cornea, except in the region of the ulcer, 
which is occupied by a slightly vascularized, 
dense scar which has produced a little flat- 
tening in the upper part of the eyeball. 
Vision equals hand movements, but the per- 
ception of light is good in all portions of 
the field of vision, and it is quite possible 
that at some future time an iridectomy may 
restore a measure of sight, better than that 
which the man now has. Considering the 
character of the lesion, the extent of the 
ulceration, the volume of the hypopyon, and, 
in brief, the most unfavorable set of symp- 
toms which this man presented, the result is 
truly a notable one, for naturally an eye of 
this character, although possessing but little 
sight, is far better than an artificial one 
would be. 

You will remember that in previous dem- 
onstrations of infected corneal ulcers I have 
told you that the investigations of Uhthoff 
and Axenfeld have shown that the great 
majority of them, particularly those which 
are known as serpiginous ulcers of the 
cornea, are due to the pneumococcus. In 
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something like 90 per cent of them this 
microorganism may be found in almost pure 
culture. On this account Romer, with the 
aid of the chemist Merck, has developed a 
serum known as the pneumococcus, or anti- 
pneumococcus serum, which is employed 
subcutaneously in a dose from 3 to 5 Cc., 
and, according to the reports, occasionally 
it has seemed to facilitate the cure of be- 
ginning ulcers of this character, but in most 
of the large, well-developed ulcers it has 
proved to be ineffectual. In brief, while 
this serum apparently possesses curative 
properties, as prepared at the present time 
its action is not sufficiently certain to allow 
it to replace other methods. 

Therefore, the advantage in the present 
instance was the treatment, not with a 
serum, which is a substance that creates a 
“passive” immunization, by the introduc- 
tion into the system of antibodies that are 
already formed, but with a bacterin pre- 
pared from the microérganism which was 
responsible for the corneal infection, and 
by which an “active” immunization was 
created owing to the introduction into the 
system of a substance—that is, an antigen— 
which stimulated the tissues to the produc- 
tion of the antibodies. 

There is a good deal of dispute as to what 
position this streptococcus mucosus should 
occupy in  bacteriologic classifications. 
Many authorities believe that it is closely 
related to pneumococcal strains, and in the 
language of Axenfeld, the discussion on this 
question is not yet concluded. Dr. B. A. 
Thomas, to whom we are indebted for the 
preparation of the bacterin, together with 
the happy results of its use, is of the opinion 
that this microdrganism should not be clas- 
sified with the pneumococci. Be that as it 
may, its presence in pure culture in a 
corneal ulcer which in most particulars re- 
sembles the so-called serpiginous ulcer of 
the cornea is an unusual one; however, it 
is one which has also been noted by other 
observers—for example, Axenfeld. 

During the entire period of time occupied 
in the treatment of this patient the tempera- 
ture did not rise above 99.2° F., and that 
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was prior to the bacterin injections. Dur- 
ing the period of their use the highest re- 
corded temperature was 98.4° F. 

You may, of course, with propriety ask 
whether the cure in this case was due to the 
injections of the bacterin, or whether the 
patient’s eye would have recovered without 
such injections, inasmuch as the ordinary 
procedures of Saemisch’s section, cauteriza- 
tion of the ulcer, irrigation of the anterior 
chamber, etc., had been undertaken. Natur- 
ally, as more than one therapeutic measure 
was employed, the credit is divided, but it 
has never before been my experience to see 
so rapid an improvement in an extensive 
sloughing ulcer of the cornea treated alone 
by ordinary methods, and therefore I am 
persuaded that Dr. Thomas and myself may 
at least claim that the bacterin injections 
were efficient to this extent, that they has- 
tened the cure and apparently prevented 
what is so frequently the case in hypopyon 
ulcer—that is to say, the reaccumulation of 
purulent material in the anterior chamber, 
associated with an extension of ulceration 
in spite of the treatment. 

In conclusion I may make some reference 
to the results in one or two other patients 
submitted to bacterin therapy, one of whom 
those of you who attend the ward class in- 
struction in the Philadelphia General Hos- 
pital have seen. The case history of this 
patient has been reported by my chief of 
clinic, Dr. Shumway. The patient, a col- 
ored man, aged twenty years, was admitted 
to my wards in the Philadelphia General 
Hospital with gonorrheal iritis, and was 
treated for nine days with atropine, dionin, 
and hot compresses without relief. A sup- 
ply of Neisser bacterin was then obtained, 
and a dose of 100,000,000 organisms was 
administered. The following day the pain 
and photophobia had diminished and the 
swollen joints were less tender. Three days 
later a similar injection was given, and on 
the day following the patient’s subjective 
symptoms had practically disappeared, the 
iris having resumed its normal appearance, 
and the circumcorneal injection had disap- 
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peared. After an interval of four days a 
third injection was given, so that in all the 
patient received 300,000,000 organisms. At 
the expiration of three weeks he was dis- 
charged cured, and the eye was quiet and 
the joints no longer swollen, although still 
somewhat stiff. This is one of the most 
notable results which I have observed in 
the use of a bacterin for the relief of a 
gonorrheal affection of the uveal tract, and 
while it is not my purpose to discuss this 
type of disease in the present lecture, it is 
worth while to make reference to this single 
instance. It would seem, however, that it 
is not necessary to give these very large 
doses, although they were perfectly well 
tolerated, because Weeks has put upon 
record a case of metastatic gonorrheal iritis 
which was successfully treated with Neisser 
bacterin, the initial dose being 2,500,000 and 
the subsequent doses 5,000,000. Recovery 
occurred in about twelve days. 

As you may have inferred from what has 
gone before, a vaccine or bacterin prepared 
from the same strain of bacteria against 
which it is to be used yields the most effi- 
cient results in any particular case—that is 
to say, the vaccine is regarded as specific 
for the strain from which it has been made. 
Now you can well understand that it is not 
always possible to obtain this strain for 
making a vaccine or bacterin, and therefore 
certain so-called “polyvalent” or “‘stock” 
vaccines have been developed, which contain 
a number of strains of the organism. In the 
language of Weeks: “Some complementary 
element may be found in each of a number 
of heterogeneous strains, the sum of which 
may almost equal the specific strain.” Thus, 
in a certain number of cases Wright’s anti- 
staphylococcic vaccine has been adminis- 
tered with good results, for example, in 
postoperative suppurations, and a recent 
experience of my own is interesting in this 
respect, namely: After a perfectly smooth 
cataract extraction, the patient, however, 
being the subject of ethmoiditis, a localized 
infection of the flap occurred, followed by 
an extensive spongy exudation in the an- 
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terior chamber and an active iridocyclitis. 
Cultures could not be made from the wound, 
but as the ordinary treatment was instituted 
without very encouraging results at first, 
injections of antistaphylococcic vaccine, the 
total dose being 300,000,000, were employed. 
Now whether this was efficient or not it is 
impossible to say, except that shortly after 
their use, the ordinary local treatment, how- 
ever, continuing unabated, improvement be- 
gan, and the eye ultimately recovered, so 
that after a secondary operation—that is, 
one which divided the thickened capsule to 
which the iris was adherent—perfectly nor- 
mal vision was obtained. 
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Vaccine therapy must not be undertaker? 
lightly, and to quote Adami it may be said 
that if it is to be a success the preparation 
of the vaccine and the supervision of its 
effects should be in charge of one who com- 
bines a thorough laboratory training, as well 
as a skill in observing the effects of medi- 
cines from a clinical standpoint. Therefore 
I was fortunate in having associated with 
me in the treatment of my patient Dr. B. A. 
Thomas. The antistaphylococcic vaccine, 
to which I have made reference, was pre- 
pared in our Laboratory of Hygiene by Dr. 
Gildersleeve, with whom I consulted before 
administering it to this patient. 





REPORT OF A FATAL CASE OF POSTPARTUM HEMORRHAGE OF OBSCURE 
ORIGIN.! 


BY WILLIAM HUGHES WELLS, M.D., 
Associate in Obstetrics in the Jefferson Medical College of Philadelphia. 


While postpartum hemorrhage is by no 
means uncommon, the number of fatal cases 
is happily small. In my own experience, 
now covering some seventeen years, devoted 
almost entirely to obstetrical work, I have 
seen but two women die of hemorrhage. 
One was a case in which fatal bleeding oc- 
curred before delivery in a patient suffering 
from central placenta previa, and the other 
the case here reported. 

This patient, R. H., reported to me for 
registration for delivery on November 24, 
1907. She was a large, well-developed 
woman, in her second pregnancy, and was 
due by a calculation on December 5 of the 
same year. She had unusually large pelvic 
measurements, as follows: A. S. S., 32 cm.; 
C. R., 32.5 cm.; T. R., 34 cm.; E. C., 24 
cm.; R. D., 30 cm.; L. D., 30 cm. 

I had attended two sisters in confinement. 
The first, about two years previously, bled 
profusely after an easy low forceps deliv- 
ery, but speedily recovered after packing the 
uterus with gauze. Another sister aborted 
in the fifth month of gestation, one year 
previously, the cause being some form of 





1Read before the Obstetrical Society, Philadelphia, May 
5, 1910. 


degeneration of the ovum. She was at that 
time in her fourth month of pregnancy. 
Profuse hemorrhage followed this miscar- 
riage and was with difficulty controlled. 
There was also an obscure history of an 
aunt having suffered from postpartum 
hemorrhage from some cause, although I do 
not know what it was. 

The patient whose history is under con- 
sideration came into labor on December 16, 
1907—eleven days after her calculated date. 
I saw her first at about 10 o’clock in the 
morning, at which time I confirmed, by 
internal examination, my diagnosis of a 
breech: presentation, which I had previously 
made by abdominal palpation. The breech 
at that time was entering the pelvic inlet 
with the greatest ease, the membranes being 
as yet unruptured. The only peculiarity I 
noticed about her during her labor was that 
she seemed to be abnormally drowsy. It is 
rare, as every one knows, to see a patient 
suffering from the pains of labor lying on 
the side upon which she has been placed, 
with her legs and thighs slightly flexed, 
half-asleep and seemingly oblivious to her 
suffering. 

There was no enlargement of the thyroid 

















The body of the child came down 
easily and was born without the slightest 
difficulty, but for some reason, probably 


gland. 


from the rapidity with which the body was 
born, the head did not flex very well. I had 
some slight difficulty in delivering the after- 
coming head, although not very much. The 
child, which was a large female, weighing 
about nine pounds, was living and in good 
condition. 





Following the expulsion of the placenta 
which occurred soon after the birth of the 
child—there was quite a sharp postpartum 
This I controlled by the ad- 
ministration of ergot, an intrauterine douche 


hemorrhage. 


of a gallon of a two-per-cent lysol solution, 
and packing with gauze. 

Considering the trouble I had had with 
the patient’s two sisters, I decided to remain 
in the house for a while, and a medical 
friend who had helped me with the delivery 
remained with me. 

The delivery of the child occurred at 1.30 
p.M. About 3 P.M. the nurse informed me 
that the patient was becoming pale and that 
the uterus was rapidly relaxing. This con- 
dition apparently had come on shortly before 
the nurse reported the condition to me, as I 
had seen the patient only a few minutes 
before. 

I removed the packing, and this was fol- 
The 


blood was unusually dark in color, and did 


lowed by a tremendous flow of blood. 
not clot at all. It seemed to be absolutely 
deficient in clotting power. 

Notwithstanding the fact that every 
method usually employed to combat post- 
partum hemorrhage was used, the patient 
died about 5 o’clock. 

During all the efforts in the patient’s be- 
half the uterus could not be made to con- 
tract at all. If it was compressed by the 
hand in one portion it simply relaxed in 
another. The only method of treatment that 
I did not employ was the ligation of the 
uterine and ovarian arteries, and for that 
there was no time because the hemorrhage 
occurred so rapidly that by the time the 
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usual methods had been used the patient 
was too far gone to admit of operation, 
either through the abdominal or vaginal 
route. 

I would say that I could not get a speci- 
men of urine to examine before her delivery, 
and of course afterward there was no chance 
to do so. During her labor she seemed to 
be toxemic, as evidenced by her somnolent 
condition and high tension pulse. 

The question of hemophilia might be con- 
sidered from the history of the other two 
members of the same family. 

I examined the patient after delivery most 
carefully for lacerations, and there were 
none either in the perineum, vagina, cervix, 
or body of the uterus. Indeed, there would 
have been no cause for laceration, as the 
external parts had been well dilated by a 
previous delivery and the birth canal was 
so large that the child came down with 
the greatest ease, the only trouble being a 
slight extension of the head, which was 
easily corrected. 

The treatment of this case was as follows: 
Immediately after the first hemorrhage the 
uterus was douched with a 2-per-cent solu- 
tion of lysol and packed with sterile gauze. 
My assistant held the fundus uteri down 
with his until the patient 
dressed bed, when _ the 


hand was 


and put to 
nurse continued holding it down for a 
considerable time afterward—until, as we 
thought, all danger of bleeding had ceased. 
With the return of the hemorrhage the same 
treatment was attempted, but proved abso- 
lutely ineffectual. We then used compres- 
sion of the uterus and of the abdominal 
aorta; vinegar, ergot, adrenalin chloride, 
both hypodermically and by intrauterine 
douche; acetic acid, ice, and indeed every 
method known both by intrauterine injec- 
tion and hypodermically. No means of 
medication seemed to have the slightest 
effect on the bleeding. Compression of the 
aorta checked it for the time, but as soon as 
the pressure was relaxed the hemorrhage 


immediately returned. 











THE CLINICAL IMPORTANCE OF OCCULT BLOOD IN THE SEPARATE URINES 


OBTAINED BY URETERAL CATHETERIZATION.! 


BY THOMAS C. STELLWAGEN, JR., M.D., PHILADELPHIA, 
Associate in Genito-urinary Surgery in the Jefferson Medical College. 


The views of this article are founded 
upon the cystoscopic examination of a series 
of selected cases studied in the genito-urin- 
ary clinic of the Jefferson Hospital; they 
were selected because each presented some 
feature of particular interest. Questions 
of the causes, significance, and importance 
of microscopic blood in the urine drawn by 
the ureteral catheter have not as yet been 
with sufficient thoroughness by 
surgeons. Cystoscopists are rather prone 
to be carried away by the desire to imme- 
diately establish a certain diagnosis, and 
often the presence of microscopic blood in 
the urine drawn from the ureter is regarded 
as sufficient to enable us to make a diagnosis 
of stone or other kidney lesion. These 
cases may then be brought in for operation 
and no stone or other lesion be found; 
therefore the question arises as to how 
much the presence of microscopic blood in 
the urine drawn by the ureteral catheter is 
to be relied upon in establishing a diagnosis. 

There are many conditions that may con- 
found the diagnosis of stone in the kidney 
with other lesions of the organ and adjacent 
structures. 

The fallacies of the #-ray are well known, 
and the competent radiographer has learned 
from many failures to be cautious in diag- 
nosticating renal calculus. Phleboliths, 
calcified lymph nodes, osteophytes project- 
ing from the vertebra, fecal concretions, 
renal infarcts, and calcified arteries can all 
produce shadows that may be mistaken for 
stone, and the mistake in diagnosis will 
seem to gain much in probability if the urine 
drawn from the ureter by catheterization is 
found to contain blood. 

Chromocystoscopy by the aid of indigo 
carmine in many cases offers a partial solu- 


studied 





1These views are the result of many cases of cathe- 
terization. The sum and substance of this article is based 
directly upon a study made of fifteen cases, many of whom 
were sexual neurasthenics with no apparent lesions of the 
genito-urinary tract. It was deemed too cumbersome to 
include each individual history. 





tion of the difficulty. By its aid the patu- 
lousness of the ureters may be easily deter- 
mined, the colored urine as it issues from 
the ureteral orifices being at once observed. 
Here again a mistake is easily made, as a 
stone may be lodged in the ureter or renal 
pelvis and yet not materially interfere with 
the functional activity of the kidney. Even 
if it become fixed in the ureter the urine 
may hollow a groove along its surface per- 
mitting the fluid to pass, or the ureter may 
dilate around the obstruction sufficiently to 
permit the canal to functionate. Some 
cystoscopists apparently have succeeded in 
detecting such impediments by a wax-tipped 
ureteral bougie, the scraping of the wax tip 
by the calculus being depended upon as the 
telltale in diagnosticating the presence of 
stone. We do not venture to condemn a 
method which is advocated by such eminent 
men (Kelly and others), but in our work it 
has not proved reliable. 

That many of the errors of the radio- 
grapher in these diagnoses may be elimin- 
ated, before the taking of the picture the 
ureters should always be catheterized by 
catheters containing metal stylets. The 
patient should be skiagraphed with the 
catheters in position. By this method the 
exact line of the ureter may be determined, 
and often shadows, which if seen in an 
ordinary plate would be regarded as caused 
by stone, are shown in the picture exhibit- 
ing the stylet to be distant from the course 
of the ureter and not due to stone. This 
procedure is adopted by the radiographer of 
the Jefferson Hospital in practically every 
case in which an element of doubt exists. 

The mere finding of microscopic blood in 
the separate specimen should be regarded as 
only a single factor in a diagnosis consisting 
often of many factors. This statement is 
particularly emphatic when the history of 
the case contains no record of several severe 
attacks of renal colic. 























The following cases were selected for 


discussion because in practically none of 
them were there definite kidney or ureteral 
symptoms, and in all but three of them after 
the passage of the catheter into the ureter 


blood was found in the urine. In nine cases 


the amount of blood was described as “a 
free flow from the catheter,” and in the 
others as “microscopic.” Some observers 
contend that this fallacy may be overcome 
by passing a catheter into the renal pelvis 
and also by coating the tip of the instrument 
with paraffin. While entirely agreeing with 
these views, I think it probable that such 
methods lessen traumatism and hence tend 
to diminish bleeding. In every one of these 
reported cases the catheter was passed into 
the pelvis of the kidney. 

In considering the anatomy of the ure- 
teral canal and the of the 
mucous membrane it at once becomes ap- 
parent why blood flows so easily after 
injury of the delicate capillaries. The mere 


distribution 


pressure of a foreign body in the ureter 
will cause sufficient vascular distention to 
induce rhexis of the capillary walls. 

Some have maintained that 
there is much danger that infection may be 
carried by the ureteral catheter from a 
diseased bladder into the ureter. As a 
result of a considerable clinical experience 
we regard this danger as slight ; but there is 
of course some danger. An instrument by 


surgeons 


injuring the ureter opens the portals to in- 
fection, and if the catheter carries bacteria 
infection may occur. 

In some instances the presence of blood 
in the withdrawn urine may be accounted 
for by the fact that the catheter was too 
large for the ureter. Again, the tendency 
of many cystoscopists is to enter the instru- 
ment into the ureteral orifice and then to 
push it very quickly to the pelvis of the 
kidney. This haste results from the natural 
desire to accomplish the operation quickly 
and so lessen the duration of the pain 
always caused by the passage of the instru- 
ment. But haste is always to be con- 


demned. 


In passing an instrument through 
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the ureter we have to contend with a mus- 
cular spasm similar to that encountered in 
the male urethra when a bougie is passed. 
No surgeon skilled in passing a urethral 
bougie plows as it were through the com- 
pressor urethre muscle, but when the in- 
is held 
firmly against it until the spasm relaxes. 


strument reaches that muscle it 
This precaution, however, is usually less 
carefully observed in ureteral instrumenta- 
tion, and in consequence hemorrhage ensues 
because of the undue force. The advis- 
ability of ever using the olive-tipped cathe- 
ter is a matter of serious doubt. It is our 
experience that blood is sure to be found in 
greater amount after its use than after the 
use of the blunt-tipped instrument. It seems 
that the sharper olivary tip impinges upon 
the folds of the 
tends to lacerate them, whereas the blunt 
slides over them without in- 


mucous membrane and 
instrument 
flicting injury. 

Thorough lubrication of the catheter and 
the channels of the cystoscope is impera- 
tively needed. Sterile olive oil has been 
found best for this purpose as it is not so 
easily washed away by the distending fluid 
in the bladder. 

Another important point to bear in mind, 
a point that is only learned by experience, is 
to pass about a centimeter or so of the 
catheter from the cystoscope and bring the 
end very gently to bear upon the ureteral 
sphincter orifice for a few seconds. 

This maneuver greatly relaxes spasm, and 
if while we are practicing it the patient is 
instructed to take a very slow, deep breath 
the descent of the diaphragm will cause a 
further relaxation of the ureteral sphincter 
fibers, a relaxation accompanied by a spurt 
of urine. This spurt of urine opens the 
orifice and enables a dexterous operator to 
insert the instrument at will and with but 
little pain. 

It is good practice to instruct the patient 
to drink freely of pure water several hours 
before the catheterization. Copious draughts 
of water increase the flow of urine, keep 
the ureters dilated, and by inducing dilata- 
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tion greatly lessen the tendency to hemor- 
rhage. 

After the instrument has entered the 
ureter, it should be passed very slowly along 
the canal, so slowly as to permit relaxation 
and to overcome spasm, or to at least give 
time to the non-striated muscular fibers to 
This plan lessens the 
downward peristaltic expulsive wave that 
by any other method always accompanies a 
ureteral manipulation. This expulsive 
wave in some cases is very pronounced and 
may be readily demonstrated by first giving 
a hypodermic of indigo carmine into the 
gluteal region and then passing a ureteral 
bougie so as to stop the orifice. It will be 
seen that the contractions are sufficient to 
distend the lower end of the ureter. Often 
the contractions are so forcible and pro- 
longed that they may cause the urine to be 


exhaust themselves. 


expelled alongside the instrument, but usu- 
ally they do not continue more than a 
minute or so. 

This point is of interest in considering 
the dislodgment of a stone in the lower end 
of the canal. 

After the injection of sterile olive oil into 
the ureter for the purpose of facilitating the 
passage of a stone, it is advisable to plug 
the catheter and permit the ureter to distend 
until its course along the base of the blad- 
der can be traced by sight. Often by this 
dilatation may be 
gained, and dilatation favors the passage of 
the stone. 

In the study of the cases herein reported 


method considerable 


the method of procedure was as follows: 
The urine was passed per urethra, cen- 
trifuged for fifteen minutes, and the sedi- 
ment carefully examined for the presence 
of microscopic blood. In no case was it 
found. The ureters were then catheterized 
and the secretion collected in three sets of 
carefully prepared test-tubes. Each set of 
tubes was permitted to remain in position 
for fifteen minutes. The first samples 
almost invariably presented blood in suffi- 
cient amount to be discernible to the naked 
In the second samples the amount was 


eye. 
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decreased to microscopic proportions. In 
the third samples it had greatly diminished 
and was only to be found after careful 
microscopic examination. The last four 
cases were given an extra fifteen minutes, 
with a fourth set of tubes, and in only one 
case were erythrocytes found by the use of 
the microscope. 

The results of the above study tend to 
the belief that in many of the bloody urines 
obtained after ureteral catheterization the 
presence of blood is in many instances due 
to faulty manipulation. - It was found in 
our later cases, in which the above rules 
were most strictly observed, that the amount 
of blood was much less than when such care 
was not taken. 

We would lay particular stress upon the 
following coriclusions: 

1. Whenever possible the catheters are to 
remain in position for at least one-half hour, 
the bottles being frequently changed. 

2. When drawing conclusions for diag- 
nostic purposes, comparisons should be made 
of the examinations of all the specimens 
collected. A more rapid diminution in the 
amount of blood in samples from one side 
than in samples from the other is a point of 
great importance. 

3. When during ureteral catheterization 
the amount of blood is found to be increas- 
ing, withdraw the catheter slightly. 

4. The patient should rot be moved from 
the table during the operation, as during 
movement the end of the catheter as it lies 
in the renal pelvis may scrape the delicate 
structure of its lining. 

5. The passage of the catheter should be 
arrested upon the slightest intimation of 
pain in.the kidney, and the instrument 
should be “sneaked” into the pelvis. 

6. Curling of the instrument within the 
pelvis is sure to be followed by hemorrhage. 

%. Double catheterization, when the symp- 
toms have been definitely referred to one 
side, is not always good practice. Often a 
more reliable conclusion can be reached by 
thorough irrigation of the bladder and with- 
drawal of the urine through a catheter left 























in the bladder alone. Of course an existing 
cystitis or irritation of the bladder by the 
instrument must be considered in forming 
our conclusions. 

8. We advise the use of the x-ray as a 
vice versa, 
We 
suggest this precaution because we believe 
that kidney colic of a severe type is often 
induced by the passage of urine heavily 


control to the cystoscope, and 
before arriving at a positive diagnosis. 


charged with any of the irritating urinary 
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salts, especially the urates, phosphates, and 
oxalates. In many cases of renal colic, in 
which stone doés not pass and in which a 
calculus cannot be demonstrated, the par- 
oxysms of pain have probably been caused 
by irritating urine. 

9. The caliber of the ureteral catheter, 
although having something to do with trau- 
matism of the ureter, is by no means the 
only factor to be considered, as some sur- 
geons would have us believe. 





THE ETIOLOGY AND RATIONAL TREATMENT OF CHRONIC CONSTIPATION. 


BY BERNARD KOHN, M.S., M.D., 


Visiting Physician to the Jewish Hospital of Philadelphia; Chief of the Medical Clinic, American Hospital for Dis- 
eases of the Stomach. 


The large proportion of the laxative and 
purgative preparations, both ethical and un- 
ethical, with which our medicine shelves are 
burdened by the drug manufacturers is an 
evidence of the increasing occurrence of 
chronic constipation in our modern society. 
This widely prevalent disturbance of gastro- 
intestinal function not only may be the 
source of great annoyance, discomfort, and 
mental anxiety, but also may frequently 
bring in its train most serious local condi- 
Therefore, 
in view of the increasing and pernicious use 


tions and general intoxications. 


of laxative drugs for the relief of constipa- 
tion, both by the laity and by the medical 
profession, a careful consideration of the 
etiology and appropriate treatment of this 
condition is justified. 

The following classification of the causes 
of chronic constipation is offered: 
A. Organic or Mechanical Causes: 

1. Chronic sigmoiditis or proctitis. 

2. Obstruction of bowel by stricture, 
neoplasm, adhesions, volvulus, etc. 

3. Foreign bodies, hepatic or intestinal 
calculi. 

4. Malformations of colon, sigmoid, or 
rectum. 
5. Enteroptosis. 
6. Fecal impaction. 


B. Functional Causes: 

1. Atony of colon. (a) Sedentary habits ; 
(b) irregularity of stool; (c) advanced age ; 
(d) relaxation of abdominal muscles. 

2. Impairment of secretions. 

3. Intestinal spasm. 

4. Increased digestion and absorption of 
food. (a) Improper diet; (b) hyperacidity 
of gastric juice. 

5. Drug and enema habit. 

6. Psychic influences. (a) Fear of pain 
in local inflammations; (b) cerebral excite- 
ment or preoccupation. 

The organic or mechanical causes are 
such that require treatment per se, this 
treatment being usually of a surgical nature. 
They are therefore not within the scope of 
this paper. The functional causes will now 
be considered seriatim: 

1. Atony of the intestine is too often 
It is 
the primary cause only in a comparatively 


assumed as the cause of constipation. 


small number of cases, probably confined to 
advanced years and marked cachectic con- 
ditions. Atony is sometimes secondarily 
induced by the prolonged action of other 
causes, such as sedentary habits, irregularity 
of stools, accumulation of feces in the lower 
intestine, etc. Repeated pregnancies, with 
consequent relaxation or atrophy of the 
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abdominal muscles, may also lead to an 
atonic condition of the intestinal wall. 

2. The secretions that are normally pres- 
ent in the intestinal canal aid in the main- 
tenance of regular evacuations. This is 
especially true of the bile and the intestinal 
juice. Deficiency of bile naturally results 
from hepatic or biliary disease, in which 
case the constipation is secondary. Of the 
intestinal secretions we know comparatively 
little, but it is evident that an atonic condi- 
tion of the intestinal wall may be accom- 
panied by insufficient stimulation of the 
secreting glands, with consequent deficiency 
of lubricating fluid for the feces. 

3. Considerable attention has been paid 
to the so-called spastic form of constipation, 
which is supposed to be produced by a 
spasm of the bowel. The extreme example 
of this form is the constipation of lead colic. 
It is also seen in the constipated stages of 
mucous colitis. It is doubtful, however, if 
spasm plays a frequent part in the causation 
of the ordinary chronic constipation; its 
importance here has probably been exag- 
gerated. In cases in which spasm is a 
marked feature of the constipation, we will 
usually have a neurotic individual, who 
complains of considerable abdominal pain 
of a colicky nature, and in whom the spastic 
condition of the bowel can at times be felt. 
The feces will be of small caliber and quan- 
tity. After the spasm relaxes normal stools 
may be passed. 

4. The most important and most frequent 
factor in the etiology of chronic constipation 
is to be found in the character of our diet. 
Schmidt and Strasburger have found that 
in the so-called atonic forms of constipation 
the bulk of feces in proportion to the 
amount of food ingested is considerably 
diminished. The bacterial content of these 
feces also is comparatively small. There 
are several dietetic factors at work in pro- 
ducing this result. First, we eat more 
animal food and less vegetable food than 
did our forefathers, and we know that the 
products of vegetable fermentation excite 
peristaltic movements more strongly than 
do those of animal decomposition. Secondly, 
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the modern methods of refining food and of 
preparing it to increase its digestibility, 
added to our more savory ways of cooking 
it, which stimulate the secretion of the 
digestive juices, all tend toward producing 
a more complete absorption, leaving little 
residue to act as a stimulus for the lower 
bowel. The combination of gastric hyper- 
acidity with constipation is a well-known 
development of these conditions, and 
although the constipation is often cited as 
the cause of the hyperacidity, this is prob- 
ably putting the cart before the horse. 

5. The drug and enema habits cause a 
continuation, and often an aggravation, of a 
once established constipation. These relief 
measures in the course of time so replace 
the normal functions of the bowel that the 
latter become almost entirely lost. 

6. Certain psychic influences sometimes 
tend to establish a constipated habit. Inthe 
presence of local inflammatory conditions 
of the rectum and anus, fear of pain will 
often inhibit normal bowel movements. 
Likewise, cerebral excitement or preoccupa- 
tion will distract attention from the calls of 
nature, and if long continued or oft re- 
peated will eventually dull the sensibility of 
the mucous membrane to the stimuli that 
normally produce the desire for stool. 

Treatment.—The rational treatment of 
any abnormal condition should naturally be 
based upon the underlying cause. Hence, 
in attempting to cure a case of chronic con- 
stipation we should search for the etio- 
logical factor of that particular case, and 
direct our treatment toward the elimination 
of that factor. 

As a logical sequence of the views on 
etiology above enumerated, we would de- 
duce that the regulation of diet and the use 
of certain dietary adjuncts are the most 
rational means of curing the ordinary case 
of chronic constipation. In these cases we 
advise our patients to eat abundantly of 
those foodstuffs containing the most cellu- 
lose, which is affected very slightly by the 
digestive juices. Such foods are the green 
vegetables—spinach, tomatoes, the cabbages, 
celery, onions, the tubers, etc. ; and the vari- 























ous fruits with their skins—apples, pears, 
peaches, Patients 
should also be instructed to drink an abund- 
ance of water, at least six to eight glasses a 
day, and to attempt the establishment of a 
regular time for the daily evacuation of the 
bowels. 

Where these ordinary dietetic measures 
are not sufficient, we add certain dietary 


plums, berries, etc. 


adjuncts, with the view of increasing the 
residue in the large intestine and thus stim- 
ulating evacuation. Schmidt has advised 
the use of agar-agar in a shredded or finely 
divided condition; it may be given mixed 
with certain soft foods, such as apple sauce 
In the stomach and 
absorbs. water, 
swells up, and increases the bulk of the 


or mashed potatoes. 
intestines the agar-agar 
Paraffin has also been recommended 
in solid or liquid form. Blimel and Ulrici 
have advised the use of sawdust, worked 
into wheat bread dough in the proportion of 
Dujardin-Beau- 


feces. 


one ounce to the pound. 
metz recommends one or two tablespoonfuls 
of linseed, moistened with a little water. 
Personally, I have found the use of bran to 
be a cheap and especially efficacious means 
of combating chronic constipation. The 
bran is made into palatable cakes according 
to a recipe like the following: 

2 cups clean sweet bran. 

1 cup white flour. 

1 teaspoonful salt. 

14 teaspoonfuls baking powder. 

3 tablespoonfuls molasses. 

Milk. 

Mix the bran, flour, baking powder, and salt 
thoroughly, then add the molasses, and enough 
milk to produce the consistency of a mush. The 
milk must be cold when added. Put the mixture 
into a gem pan and bake in a slow oven (not 
over 245° F.) for one hour. 

One, two, or three of these cakes a day 
will immediately cure many of the most 
obstinate cases of simple constipation, and 
will frequently help to establish a regular 
habit that remains permanently with the 
patient, after the bran treatment is discon- 
tinued. This holds good even in cases ad- 
The 


cellulose treatment is contraindicated, how- 


dicted to the drug and enema habit. 
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ever, in constipation accompanying atony 
and dilatation of the stomach; in such cases 
the bran or other cellulose article of diet 
may remain in the stomach and cause gas- 
tric irritation. 

With remarkable regularity we find mas- 
sage, hydrotherapy, abdominal exercises, 
clectricity, and other similar measures 
recommended for the cure of chronic con- 
stipation, with equally remarkable 
regularity are we discouraged by the results 
obtained from their employment. These 
measures are based upon the atonic theory 


and 


of constipation, which holds good only in a 
small number of cases. Naturally they are 
almost useless in the much larger class of 
cases due to too complete absorption of the 
food. 

The habitual use of laxative drugs is to 
be avoided, as there is no laxative known 
which will not lose its effect in course of 
time. It will then have to be replaced by 
another laxative, and so on to the end of 
How- 


do not 


the chapter, which is soon reached. 
dietetic alone 
suffice to regulate the bowels, we may have 


ever, if measures 
to give some laxative temporarily, until 
regularity is established. In this case cas- 
cara is the most efficient drug. 


start with a dose of 15 or 20 drops or more 


We may 


of the fluid extract, once or twice daily, and 
as the bowel movements become regulated 
the dose may be gradually diminished and 
finally omitted. Phenolphthalein is a recent 
and much lauded acquisition to our arma- 
mentarium in the treatment of constipation. 
Although it is an efficient, unirritating, and 
pleasant laxative for occasional use, it has 
no advantage over cascara in the treatment 
of chronic constipation; in fact, I have 
found it more likely to lose its effect, and it 
does not lend itself as readily to the method 
of treatment outlined above. 

In those cases in which we find an exces- 
sive gastric acidity associated with consti- 
pation, we often see the latter condition 
disappear as the hyperacidity is corrected. 
Besides the requisite dietary regulation, 
this may be accomplished by the administra- 








700 





tion of the non-laxative antacids, such as 
sodium bicarbonate, or in more obstinate 
cases by the use of the mildly laxative 
antacids—e.g., magnesium oxide, milk of 
magnesia. 

The treatment of those comparatively 
rare cases of spastic constipation is natur- 
ally the reverse of that which we have been 
describing. Here the diet must be unirri- 
tating. As we frequently have to deal 
with a neurotic individual, the nutrition 
must be improved, and fats not only fulfil 
this indication but also act as lubricants to 
the intestinal canal. High enemas of oil 
have also been found valuable in this form 
of constipation, and therapeutic measures of 
a sedative character are to be employed. 
The treatment really resolves itself into that 
of the underlying causative condition. 





BROMIDROSIS OF THE FEET. 


In the Journal of the Royal Army Med- 
ical Corps for June, 1910, HALE says that 
he saw a case in a hospital of a man who 
had been over three weeks there under 
treatment for bromidrosis, and was not 
The treatment which he describes 
is so absolutely successful that even in the 


cured. 


worst cases he does not admit them to hos- 
pital, but detains them for one day, and 
when satisfied next morning that his in- 
structions have been fully carried out, he 
lets them return to duty that day, and tells 
them to come and see him in a week if any 
He as- 
serts he cannot recall a single case of re- 
lapse. 

As regards the cause of the disease, he 
asserts he has no doubt, personally, that it 
is due to a specific germ, but is undoubtedly 


signs of returning disease are seen. 


brought on by neglect of cleanliness and 
wearing dirty socks which have been dried 
frequently without washing; on the other 
point, namely flatfoot, the author is in ac- 
cord with Dr. William Bain that in flat- 
footed soldiers it is far more common. 
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Hyperdrosis and bromidrosis of the feet 
seem to be one and the same disease; if the 
former is neglected, the latter becomes the 
final and most objectionable form of the 
disease. The red-glazed and sodden ap- 
pearance of the soles in a well-marked case 
are too well known to need any detailed 
description. 

In treatment the patient is detained for 
the day, but first sent back to barracks for 
all his socks, boots, and shoes. All socks 
are to be soaked for one hour in 1-in-2000 
perchloride solution, and then well rinsed 
three times in hot water, and finally well 
washed. The inside of soles, vamps, quar- 
ters, and counters of boots are to be paint- 
ed with the following solution by a camel’s- 
hair brush: 

Acid salicylic, 1 ounce; 

Methylated spirit, 4 ounces. 
The shoes are similarly painted. The feet 
are to be well washed, and then thoroughly 
dried and painted with the above solution 
over the whole of the red area of soles, 
heels, and sides of the feet, not omitting 
any red patches which may be found be- 
tween the toes and under them. The feet, 
after being thus painted, look thoroughly 
“snowed” from deposit of salicylic acid 
A dried, 
clean, or new pair of socks can then be 


when the spirit has evaporated. 


put on, and next morning the feet are re- 
painted in the same way. When the feet 
are inspected, the great change from the 
former raw, glazed, sweaty surface is very 
evident. The medical officer, at his inspec- 
tion of the feet, should thoroughly satisfy 
himself that there are no red areas between 
the toes that have not been treated, and if 
any are found, they should be at once well 
painted over. 

The author asserts he has not met with 
a relapse of this disease after the above 
treatment, and he puts it down as greatly 
due to the patients feeling such relief on 
being cured that they afterward carefully 
carry out the details of cleanliness of socks 
and feet themselves. 




















HYPODERMIC STIMULATION DURING 
AND AFTER SURGICAL 
OPERATIONS. 


This subject has once more been brought 
to the attention of the profession by an 
article written by Wetherill which appeared 
in the Journal of the American Medical 
Association of May 7, 1910. In previous 
editorial notes we have discussed the recom- 
mendation of Crile that strychnine should 
be cast aside, we have asserted our belief 
that this recommendation was too broad, 
and that while strychnine is a remedy which 
is frequently abused both by physicians and 
surgeons, it nevertheless, under certain con- 
ditions, is capable of producing excellent 
results. 

Perhaps the most important point made 
by Wetherill in the article to which 
we have alluded is that most patients who 
enter the operative period in fair physical 
condition, who are skilfully anesthetized, 
and who do not suffer from an undue loss 
of time or of blood, rarely need any stimu- 
lation whatever, and indeed may be injured 
by being stimulated if they do not need it. 
In other words, routine stimulation in con- 
nection with every major operation, like all 
other routine methods of treatment, is to be 
condemned. It is quite natural that the 
condition of the circulation during or after 
an operation should not be as good as it is 
Any one who 
has felt the pulse of a patient suffering 


under ordinary conditions. 


from sick-headache, or seasickness, knows 
what a profound degree of depression is 
manifested, although no organic or serious 
condition actually exists, and the pallor, the 
nausea, and the vomiting of many operative 
cases are to be regarded as natural se- 
quences of the operation, and of the an- 
esthetic, and are not to be considered as 
possessing the grave significance that they 
would possess if they suddenly developed in 
the course of an acute and infectious disease, 
We ven- 
ture to say, however, that most resident 


such as pneumonia, for example. 
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physicians and many older practitioners 
would consider that the development of 
these symptoms at such a time indicated 
stimulation. As Wetherill well says, in 
many cases “the condition of the patient is 
no more serious than that of the small boy 
who has had his first large dose of alcohol 
or of tobacco.” 

With Wetherill’s statement that he cannot 
recall a single instance in which a patient 
has ultimately recovered as the result of the 
use of hypodermic stimulation, we can only 
state that our experience has been opposed 
We have frequently seen instances 
in which stimulation, administered at the 
proper time, has produced most excellent 
results, and we venture to state that the 
majority of practitioners of medicine and 
As a matter 
of fact, the average surgeon knows so much 
more about the use of a knife than he does 
about the employment of drugs that he is 


to his. 


surgery have done likewise. 


often skilful with his hands and unskilful 
in the remedies which he orders. For ex- 
ample, sparteine is largely employed hypo- 
dermically as a stimulant after operation. 
There is little evidence to prove that it is a 
drug which can be relied upon as a stimulant 
to the circulatory system. There are many 
who believe that it is most efficient in the 
maintaining of renal activity, but there are 
others who assert that its employment fails 
to give them good results. 

Perhaps the most extraordinary abuse of 
a remedy is the very common employment 
of nitroglycerin by the hypodermic needle 
in these cases with the idea that the patient 
is being stimulated. Not rarely strychnine 
and nitroglycerin are given together, or 
digitalis and nitroglycerin are given together, 
with the object of raising blood-pressure or 
of stimulating the heart. 
never a cardiac stimulant. 


Nitroglycerin is 
It may quicken 
the pulse by lowering blood-pressure. It 
may relieve the heart of a strain in the same 
way, but the condition of most patients 
when it is given is one of relaxation of the 








blood-vessels rather than vascular spasm, 
and therefore to combat collapse, threatened 
or present, by a hypodermic injection of 
nitroglycerin is about as rational as it would 
be to open a vein and freely bleed the 
patient. We have repeatedly called atten- 
tion to this abuse of nitroglycerin in the 
treatment of diseases such as pneumonia 
and typhoid fever, and there can be no 
doubt of the correctness of this view. Any 
patient who is not suffering from an exces- 
sive degree of arterial pressure and who 
receives nitroglycerin when the heart is 
failing is almost certainly damaged and not 
benefited by such a plan of treatment. So 
far as nitroglycerin is concerned, we are 
therefore cordially in accord with Wetherill 
when he advises that we should “be guilty 
of a sin of omission rather than a sin of 
commission.” We are also in accord with 
his final advice “to give the patient a chance, 
and to let him alone.” 





THE TREATMENT OF TUBERCULOUS 
GLANDS. 


Thirty years ago the treatment of enlarged 
cervical glands usually consisted in the 
application of counter-irritant or alterative 
ointments and in the internal administration 
of iodide of iron and other tonics. With 
the discovery that a large number of these 
glands depend for their pathological state 
upon the presence of the tubercle bacillus, 
surgeons and physicians strongly advocated 
their careful excision and dissection, but at 
the present time these radical measures are 
not perhaps as commonly resorted to in all 
cases as they were fifteen years ago. 

Our attention has been called to this 
matter by an article contributed to The 
Practitioner for June, 1910, by Sir William 
Bennett, one of the consulting surgeons to 
St. George’s Hospital, London. He points 


out, what we all know, namely, that these 
glands are rarely primarily involved, and 
that their disease is usually due to some 
point of infection in the throat, mouth, or 
other tissues. Sometimes, of course, their 
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enlargement is not due to the presence of 
the tubercle bacillus but to some pyogenic 
organism. He then proceeds to point out 
that the older physicians who knew nothing 
of bacteriology were wont to consider that 
constitutional peculiarity was to be carefully 
considered in the study of these cases, 
dividing them into what used to be called 
the “fine scrofulous type,” characterized by 
a delicate skin and pink and white com- 
plexion and fine fair hair, in distinction 
from the “coarse scrofulous type,” which is 
characterized by a thick and coarse, or dark 
and muddy, complexion, although some- 
times the complexion is very white, with 
black hair, and a mental state which is 
rather dull, at least in distinction from the 
mental activity of the first class. Sir 
William believes that it is in the “fine scro- 
fulous type” that these glands most com- 
monly proceed to suppuration, or, to put it 
otherwise, the “coarse scrofulous type” 
very frequently proceeded to recovery with- 
out operation, either in the way of opening 
an abscess or dissecting out the glands. To 
express it differently, caseation without 
suppuration is much more common in the 
coarse type than in the fine type. 

A point of some importance which is 
emphasized by Sir William is that a gland, 
presumably tuberculous, which constantly 
changes in size, is a dangerous gland, and 
usually indicates that the original source of 
infection still exists. When the gland, after 
having been enlarged, ceases to be definitely 
outlined and the swelling becomes more 
diffuse, it is a sign that it has burst its 
capsule and its contents have invaded the 
surrounding tissue. In other words, when 
the swelling loses its oval shape, and be- 
comes flattened and diffuse, operative inter- 
ference is demanded if further extension of 
the trouble is to be arrested. This is the 
more important to bear in mind because not 
infrequently the disappearance of the sharp, 
well-defined nodular mass leads to the belief 
that the swelling is disappearing, or improv- 
ing, when in reality the condition is worse 
than before. 

Once operation is undertaken it should 

















be carefully carried out, for not infrequent- 
ly superficial masses of broken-down glands 
may be removed, leaving untouched the 
chief source of trouble under the fascia. 

In all these cases it is of the utmost 
importance to carefully investigate the naso- 
pharynx, the tonsils, and adjacent regions, 
to discover the point from which the original 
infection or recurring infections arise. 
Sometimes the lesion in a tonsil will be so 
small as to be readily overlooked unless the 
examination is most thorough. 

So far as the general treatment of these 
cases is concerned, it may be said that this 
search for a source of original infection is 
the most important factor in cases in which 
the glands have become very recently en- 
larged, since the treatment of this original 
further infection, 


enables the tissues which are secondarily 


focus, by preventing 
involved to triumph over the bacterial in- 
vasion. If, however, the process has gone 
so far that clearing up the original source 
of trouble is not followed by recovery, then 
fresh air and sunshine, with iron, arsenic, 
and alteratives, are the remedies of choice. 
Sometimes good results follow the treatment 
of these glands when they are tubercular, if 
tuberculin is used by those who are skilful 
in its employment. 

Concerning the matter of climatic change 
Sir William points out that, in his experi- 
ence, it not infrequently is the case that 
these patients do best when they are sent to 
the place of their nativity, provided that 
place is healthful—that is to say, a person 
who has lived at the seashore in childhood, 
suffering from these glands in early adult 
life, or shortly after leaving the seashore, 
will usually do best if health is sought by 
the sea; whereas in the case of those who 
have during their childhood lived at an 
altitude, the best results are secured by their 
returning to such an altitude. 

Of course, careful feeding is an important 
factor in these cases when suppuration has 
occurred, and operative procedures are 


absolutely essential so that pus may be 
evacuated and further free drainage pro- 
vided. 
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If the surgeon is fortunate enough to 
make his incision before the capsule of 
the gland is ruptured, care should be taken 
to extirpate the gland without rupturing it, 
and in such a case drainage may not be 
Here, again, the importance of 
remembering that deeply situated glands 
may be seriously involved is to be carefully 
borne in mind. 


needed. 


When a sinus is persistent after operation 
or after the discharge of pus has taken place 
automatically through the skin, there are 
several methods of treatment which may be 
followed. If drainage is thorough, some 
good may be accomplished by the use of 
In other instances 
the injection of iodoform in emulsion, or 


Bier’s suction glasses. 


iodoferm packing, may be advantageous. 
In still others, bismuth paste, as suggested 
by Beck, may be employed, and if the pus 
shows the presence of the streptococcus or 
staphylococcus, autogenous vaccines may be 
advantageously employed. 





THE EFFECT OF ETHER ON 
MUNITY. 


IM- 





We have on more than one occasion 
made the statement that in our opinion the 
therapeutic procedures of the future will 
be largely dependent upon the discoveries 
which are made concerning the processes 
of metabolism, those functions of the body 
which are concerned with nutrition, and 
those which aid in its protection against 
invading microorganisms. At present the 
methods of study which have been devised 
seem to give us results uncertain in their 
nature, or are so crude that our deductions 
are subject to errors which we cannot 
eliminate. At the same time every study 
which increases our knowledge of the in- 
fluence of important drugs upon the pro- 
cesses of nutrition, or of immunity, is to 
be regarded with interest, and its results 
carefully considered. One of the most 
recent of these is contributed to the Journal 
of the American Medical Association of 
March 26, 1910, by Graham, of Chicago, 





704 


who has endeavored to determine the in- 
fluence of ether upon the processes in the 
body which protect it from invading 
microorganisms. 

Graham’s experiments consisted in add- 
ing ether in to both 


normal and immune typhoid serums im 


varying amounts 


vitro, and in observing the effect of ether 
anesthesia on these properties of the serums 
of practically normal human beings and 
animals which were immune to the typhoid 
bacillus. He also made experiments upon 
the influence of ether upon bacteriolysis. 
No effect upon the latter process seemed 
to be produced by ether, nor did this drug 
produce any effects so far as agglutination 
was concerned. On the other hand, it was 
found that ether markedly reduced the 
phagocytosis of streptococci, whether the 
drug was added to serum or whether it 
was taken by inhalation and so gained ac- 
cess to the blood. He also found that the 
phagocytosis of the pneumococcus, the 
staphylococcus aureus, the bacillus coli, and 
the bacillus typhosus was materially dimin- 
ished when ether was inhaled. As far as 
possible other factors which might influence 
phagocytosis were eliminated in these ex- 
periments, and comparative studies between 
the effects of normal serum and serum 
mixed with ether were carried out. He 
also quotes the investigations of Rubin, 
which seemed to show that hypodermic in- 
jections of alcohol, ether, and chloroform 
render rabbits much more susceptible to 
systemic infections with staphylococci and 
pneumococci than they are in health. 
There are certain grave difficulties in 
carrying out researches of this kind, some 
of which are dependent upon technique and 
some of which are dependent upon our 
lack of knowledge concerning phagocytosis ; 
but Graham’s investigations seem to have 
been so thorough that the conclusions 
which we have quoted are _ probably 
largely justified. We are not so confident, 
however, that the explanation which he 
offers for this diminution in phagocytosis 
under ether is a correct one. Quoting the 


interesting suggestion of Meyer and Over- 
ton that the anesthetic action of the fat- 
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solvent drugs depends on their “mechan- 
ical affinity” for the fat-like substances of 
the body, he seems to think that this affords 
a possible means of making clearer the 
reason for his results. Even if it were 
true that these views of Meyer and Over- 
ton had been universally accepted, which 
they have not, it seems to us rather a far 
cry to use these views in this manner. In 
the first place there are many drugs closely 
allied to those which are commonly em- 
ployed as anesthetics which have the same 
affinity for fat-like substances, but which 
fail to produce anesthesia, and in the sec- 
ond place there seems to be little to show 
that there is any connection between the 
affinity of these drugs for lipoid sub- 
stances and phagocytosis. 

The results which he obtained, however, 
in trying to discover the influence of fat 
upon the effects of ether on phagocytosis 
are of considerable interest. He first en- 
deavored to determine the effect in vitro 
of the addition of a fat to blood, the pha- 
gocytic power of which had been reduced 
by the admixture of ether. Secondly, he 
endeavored to determine the effect in vitro 
of the addition to normal blood of ether 
previously saturated with a fat; and lastly, 
the effect in vivo of injecting a fat into an 
animal subjected to ether as an anesthetic. 
One of the substances which he employed 
was lecithin, which was used because it is 
a fat-like substance which is almost uni- 
versally present in the body, and he found 
that when this substance was added in 
small amounts to the blood which had been 
subjected to the action of ether, a prompt 
restoration of phagocytosis occurred, and 
that when ether was previously saturated 
with lecithin and then added to normal 
blood, no diminution of phagocytosis was 
evident. So, too, when lecithin was injected 
subcutaneously in etherized rabbits, the pha- 
gocytic power of the blood of these animals 
was restored to its normal condition in a 
few hours, whereas control rabbits which 
received a similai amount of physiological 
salt solution showed a depression of pha- 
gocytosis which extended over a period of 
many hours. He also employed olive oil 























in the same way, and found that similar 
results were obtained, although to a less 
degree. Furthermore, if olive oil was in- 
jected into the rectum, this injection was 
followed in from three to six hours by a 
restoration of phagocytic power; whereas 
the injection of the same amount of physi- 
ological salt solution into the rectum had 
no appreciable effect in shortening the 
period of phagocytic depression. This held 
true in both men and animals. 

These results doubtless possess some 
practical value, for if Graham’s conclusions 
are correct, the use of lecithin or of olive oil 
may be resorted to in human beings for the 
purpose of restoring phagocytic activity, 
one of the important methods by which the 
body protects itself from microbic invasion. 
In other words, it would seem that we can 
protect the phagocytes by providing the 
body with substances for which the ether 
has an affinity, and so divert its influence 
from the phagocytes; but we do not think 
that Graham has advanced sufficient reasons 
for hts belief that ether inhibits phago- 
cytosis by means of its fat-solvent power. 





TREATMENT OF SYPHILIS BY EHR- 
LICH’S DIOXYDIAMIDOAR- 
SENOBENZOL. 


On the basis of more than two thousand 
reported cases it stems fairly well estab- 
lished that in Ehrlich has 
found a drug that may be given with safety 
to the patient in dosage sufficiently large to 
completely destroy the specific infection of 
syphilis. Specific anginas and obstinate ter- 
tiary lesions vanish in an extraordinarily 
short space of time. Aside from a slight 
elevation of the temperature and some local 
pain there is no injurious action exerted by 
the drug; the urine is entirely negative. 
Wechselmann has reported 48 cases thus 
treated. A number of these had been par- 
ticularly resistant to mercurial administra- 
tions. A single dose varying between 0.30 
and 0.60 gramme has caused the mantffesta- 
tions to clear up and the Wassermann reac- 
tion to disappear. The opinion formed by 


arsenobenzol 
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Wechselmann concerning this drug was sec- 
onded by Alt, Kromayer, Leonor Michaelis, 
Schreiber, Tomaszewski. Michaelis exhib- 
ited a baby who had received a single injec- 
tion which in three days caused almost com- 
plete disappearance of papulosquamous 
syphilides occupying the face, hands, legs, 
and feet. 

Pick stated that he had treated 30 cases 
with the greatest success. Tumor of the 
pharynx and of the forehead were cured in 
fourteen days. He noticed that intravenous 
injection possesses the advantage of not 
being painful. 

Schreiber and Hoppe also commend in- 
travenous injection. They observe that the 
Wassermann reaction disappeared in fifty 
days in over 84 per cent of the cases. The 
lecithin metabolism is markedly bettered 
following injection and there is a marked 
leucocytosis. 

Cliick (Miinchener medicinische Wochen- 
schrift, No. 31, 1910) briefly records 109 
cases treated with the “606” injection. 

Intramuscular injections were employed 
throughout, usually in the gluteal region. 
These injections caused some pain which 
usually stopped shortly, but in many cases, 
and especially those characterized by infil- 
tration, it lasted for several days. In 109 
cases there were seven instances of marked 
infiltration which persisted for one or two 
weeks. Subcutaneous injections tried in 
four cases always caused large painful in- 
filtration, which persisted long after the 
syphilitic symptoms had disappeared. In 
no instance was there suppuration. Injec- 
tions were usually followed in from six to 
twenty-four hours by slight fever, which in 
a few cases was pronounced. This fever 
lasted for from two to eight hours. In 
many cases both fever and pain first devel- 
oped on the second or third day. In three 
cases there was pronounced chill with the 
fever. In one case, this being a very feeble 
individual treated by 0.5 gramme for two 
days, there was profuse sweating and som- 
nolence. Urticaria and erythema and other 
skin eruptions developed in a number of 
cases. No disturbance was ever noted from 
the circulatory side, and even patients with 





tuberculosis were never made worse, indeed 
their lung process seemed to be distinctly 
bettered. Two pregnant patients recently 
syphilitic were injected. The one in -her 
seventh month observed that after injection 
there was no further fetal movement. The 
second patient in her third month showed 
no symptoms in so far as her pregnancy 
was concerned. 

The beginning dose was 0.3 gramme, 
which appeared to be too feeble. Later 0.4 
or 0.5 was used. Not only the permanency 
but the rapidity of the cure seems to de- 
pend upon the size of the dose, nor do the 
larger doses seem to be followed more fre- 
quently by complications. There were six 
cases of chancre without constitutional 
symptoms. In twenty-four hours the lesion 
was softer and looked cleaner. The in- 
guinal induration disappeared much more 
slowly, taking usually five days. In one 
case characterized by chancre exanthemata 
and papules on the scrotum and anus, all 
symptoms disappeared in eight days except 
the inguinal swelling, which on the right 
side persisted for five weeks, but later en- 
tirely disappeared. The initial lesion usually 
disappeared in two or three days. Ten pa- 
tients exhibiting macular exanthems showed 
as a rule complete disappearance of their 
lesions in three days. In one case it took 
five days, and in one eight, before the erup- 
tions had entirely vanished. Eight maculo- 
papular syphilides disappeared in five days 
without any traces. Maculo-pustules and 
pustular eruptions disappeared with almost 
equal speed. One case of lichen syphiliticus 
aggregatus was cured in seven days by 0.4 
gramme. Fourteen cases in which the voice 
was characteristically rough from laryngeal 
ulcerations, as found by direct inspection, 
were cured on an average in five days. In 
a single case nine days were required. As 
a rule the day after injection the voice be- 
came clear. Mucous patches upon the 
tongue, tonsils, and gums disappeared with 
extraordinary rapidity, at the latest in five 
days, usually before the syphilitic pharyn- 
gitis. Scrotal and penile condylomata 
healed promptly; those of the anal region 
not so rapidly. 
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It is noted that the glandular infiltration 
does not disappear as rapidly as other symp- 
toms, but usually goes in from eight to ten 
days. Cases of malignant syphilis with 
rapid feverish course which four and a half 
months after infection developed huge 
sloughing ulcers of the leg, exhibited pro- 
nounced improvement within two days of 
injection, with a steady healing of the de- 
fect caused by the sloughing. As to the 
tertiary cases healing was equally as satis- 
factory, though less prompt. In a few 
cases of gumma of the larynx the injection 
was practically life-saving, since the process 
was extensive with massive infiltration and 
marked encroachment on the _ breathing 
space. Within twenty-four hours the im- 
pediment to breathing was relieved. There- 
after the cure was steadily progressive, 
though the tumor (perichondritis) was not 
completely absorbed. Wassermann’s reac- 
tion was tried in twenty cases. In five it 
was positive thirty-five to forty days after 
injection. The spirochztz, however, disap- 
peared in from twenty-four to forty-eight 
hours in nearly every case of secondary 
lesion in which search was made for them. 
In one initial sclerosis after sixteen hours 
no spirochztz could be found. In two oth- 
ers a negative result was not obtained until 
the fourth day. The first case had 0.5, the 
remaining cases 0.2 and 0.3 gramme. 

In all the cases there has been no recur- 
rence, although the time of observation is 
not sufficient to be assured of this point. 
Yet it must be remembered that 81 cases of 
recent infection have been treated. These 
have received no other treatment, and not a 
single case has returned with evidence of 
the disease. This in itself is highly sug- 
gestive of the radical nature of the cure. 

Two failures are recorded—one a large 
ulcerating sclerosis of the upper lip asso- 
ciated with a macular eruption and general 
glandular enlargement. This sclerosis per- 
sisted for fifty-seven days in spite of inunc- 
tion cure, though it had become somewhat 
smaller. After the injection of “606” the 
exanthemata and the general glandular en- 
largement, and also that of the cervical re- 
gion, was quickly cured. Eight days after 























the patient was sent from the hospital he 
returned with a specific angina and mucous 
plaques on his tonsils. In addition to his 
sclerosis, which showed no change, there 
was also a macular eruption on his arms. 
A second injection of 0.4 gramme caused 
an entire disappearance of all specific 
lesions. One case of large hypertrophic 
papules about the anal region refused to 
heal with “606’ injection. Two cases of 
advanced progressive paralysis and one 
case of optic atrophy were treated without 
result—dose 0.5 gramme. Three of the 
cases of lues were complicated by psoriasis, 
which together with the syphilitic lesions 
completely vanished under the specific 
treatment. 

Schreiber and Hoppe (Mitinchener medt- 
cinische Wochenschrift, July 5, 1910) note 
that they have given intravenous injections 
of “606” in 30 cases with prompt cure 
without any evil effect. In every case in 
which they used the medicament there was 
a prompt disappearance of specific lesions. 
In over 92 per cent of the cases in which 
the Wassermann reaction was searched for 
it had disappeared. They state that in most 
cases in which reaction is negative it was 
fourteen days after the injection. It disap- 
peared in one case in four days—occasion- 
ally not until after seventy days. The elim- 
ination by way of the kidneys is usually 
noted by the fifth day—after intravenous 
injections by the fourth day. At times the 
drug is also eliminated by the bowels. No 
instance of poisoning was noticed. Doses 
of 0.3 to 0.4 used in the beginning are 
found at times not to be snfficiently large. 
In ten cases there was a recurrence of spe- 
cific manifestation within four weeks of 
treatment. Later doses of 0.6 to 0.7 gramme 
were used. It is held that “606” is an abso- 
lute specific against syphilis. 

They consider the agent contraindicated 
in serious disease of the circulatory organs 
or of the kidneys, of the eyes, and also in 
cases of profound cachexia. In four cases 


when the first injection was unsuccessful 
there was given four weeks later intra- 
venous injection, which was borne quite as 
well as the first treatment. 
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INTERNAL ABDOMINAL INJURIES. 


From the scholastic standpoint the treat- 
ment of internal abdominal injuries is fairly 
well formulated. For bleeding or for rup- 
ture of hollow viscera immediate laparot- 
omy is advised and practiced. Theoreti- 
cally, at least, all severe abdominal traumata 
which are accompanied by pronounced 
shock, unless this be evanescent, call for 
surgical intervention. The symptoms of 
internal hemorrhage, progressive falling 
blood-pressure, rapid pulse, surface pallor, 
sighing respiration, and particularly mov- 
able intraperitoneal dulness, when present 
after abdominal injuries, always indicate 
operation. There is some difference of 
opinion in regard to the advisability of op- 
erating in the presence of profound shock. 
The majority of surgeons believe that if 
there be any delay it should be brief and of 
such length only as to determine whether 
or not the shock is of that transitory nature 
which may accompany a simple intra-abdo- 
minal contusion without serious lesion. 

Though theoretically the method of pro- 
cedure seems to be definitely laid down, as 
a matter of clinical experience the surgeon 
has often great difficulty in deciding whe- 
ther or not operation is indicated. In this 
relation Battle’s paper (Practitioner, July, 
1910), based on the study of about 2500 
cases of abdominal injuries, is of special 
importance not only because of the amount 
of material at his disposal, but because of the 
thoroughly instructive and satisfactory man- 
ner in which it is analyzed. The paper is 
limited to those cases that come under contu- 
sion without external wound, as they affect 
intraperitoneal organs, the intestines, spleen, 
liver and bile ducts, and urinary bladder. 
Battle observes that if it is possible to ascer- 
tain the exact part of the body struck by the 
force which caused the injury, then one can 
make an approximate guess as to the organ 
ruptured, for it is generally lying beneath, 
between that point and the spine. An inci- 
sion made over this area gives direct access 
to the damaged structure. 

In all abdominal injuries it should be as- 
certained when the last meal was taken, 
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when the bladder was emptied, and if the 
patient was in good health before the acci- 
dent ; inquiry should be made as to the posi- 
tion and extent of pain; and the abdomen 
should be carefully examined for dulness, 
to see if this is fixed or shifting. By this 
time the surgeon will have found out whe- 
ther there is rigidity of the muscular wall, 
whether it is local or general, and will also 
determine the amount of tenderness, its 
position and extent. The patient should be 
reexamined hourly, nor should morphine be 
given unless it has been decided to operate. 

Excluding those cases which when first 
seen exhibit an intense shock from which 
there is little or no chance of recovery, Bat- 
tle arranges his cases in three groups: In 
the first there is shock, vomiting, acute ab- 
dominal pain, with great pain in the part 
struck, and board-like rigidity of the ab- 
dominal wall. With these symptoms there 
should be present a certain amount of local- 
ized dulness on percussion. This group 
forms about 50 per cent of all cases. 

In the second group there is no evident 
shock. The patient may have walked home 
or to the hospital. He may have vomited 
soon after the accident, which made him 
feel faint, but there are no marks of injury 
on the abdominal wall, or they are but 
slight. He has considerable local pain, and 
there is rigidity of muscle. sometimes con- 
fined to the side of the abdomen which was 
struck. There is tenderness on pressure, 
and perhaps localized dulness, but the man 
feels that he will soon get over it and may 
even neglect to call in medical advice. This 
group forms about 40 per cent of the total 
number of cases. 

In the third group the symptoms are in- 
definite. There is a history of abdominal 
injury, probably of the kind that sometimes 
produces rupture of the intestines, but the 
shock is trifling, there is no vomiting, local 
pain is slight or absent, there is little ten- 
derness, no rigidity of muscle, whilst per- 
After a 
variable time there may be a rising pulse, 
with that change in facial aspect which in- 
dicates to the experienced eye the presence 
of grave peritoneal inflammation. At times 


cusson gives no change in note. 
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the onset of serious symptoms may be sud- 
den and unexpected, possibly dependent on 
the giving way of a portion of contused 
bowel. 

The rigid condition of the abdominal 
muscles is a very important sign; it practi- 
cally always means serious underlying dam- 
age. Cases in which it is present may in 
rare instances recover, but it is a sign which 
should be regarded as of great value, and in 
most as an urgent indication for operation. 

Local tenderness is usual. There may be 
also a sharp, superficial tenderness extend- 
ing from this toward a dependent part, in- 
dicating the direction taken by fluid of 
great irritative properties, in its course to 
the flank or the pelvis. Even when other 
symptoms are slight this alone should indi- 
cate caution in prognosis. 

Loss of liver dulness is regarded as a 
useless sign of ruptured intestines, as it is 
rarely seen. Emphysema of the subperi- 
toneal tissue is sometimes met with in cases 
of rupture of the duodenum during the 
course of an operation for that lesion; the 
gas may make its way through the inguinal 
canals, and distend the scrotal tissues when 
operation has been delayed. It is also found 
when the large bowel has been ruptured be- 
hind the peritoneum. The crackling which 
is felt by the fingers may assist in the 
localization of the rupture after the peri- 
toneum has been opened. The only cases 
in which blood was found in the vomit 
were those in which the duodenum had 
been ruptured. 

Berry and Giuseppi have shown that the 
best operative results have followed operat- 
ing seven to twelve hours after the accident, 
a conclusion practically the same as that 
announced by Siegel, and explained by the 
fact that the shock is passing off and peri- 
tonitis is still localized, if it has commenced. 

As to the method of operative interven- 
tion, the formation of an artificial anus 
when the small intestine is ruptured is much 
to be deprecated. In about 10 per cent of 
the cases there is more than one lesion. 

The most difficult to treat of all the intes- 
tinal ruptures are those of the duodenum. 
They are accompanied by profound shock 




















and severe local pain. The lesion is difficult 
of access and even difficult to find. Battle 
states that he knows of no successful cases 
so far, if those of Godwin and Moynihan 
be excepted, which were at or near the 
duodenojejunal junction, where access is 
easier than it is higher up. 

As to the results of operative treatment, 
Battle notes that of some 31 cases of rup- 
ture of the intestine treated by operation at 
St. Thomas’s Hospital ten recovered, whilst 
of 71 cases similarly treated in other hospi- 
tals 11 recovered. There were no recoveries 
without operation. 

As to the intraperitoneal rupture of the 
bladder, Rivington in 1886 wrote that “no 
indubitable case of recovery after intraperi- 
toneal rupture of the bladder is on record ;” 
in the same year Ullman collected 143 cases, 
and of these only two had recovered. 

The patient usually presents himself with 
the statement that he has had an injury to 
the lower part of his stomach; that since 
that time he has been unable to pass urine, 
or has done so in small quantities, and that 
it is blood-stained. Shock in these cases is 
often an unreliable symptom—indeed it is 
often absent. Failing strength, rapid pulse, 
and later vomiting may be the only symp- 
toms of extensive mischief. Operation is 
the only treatment possible. The fatality in 
Quick’s report of 1907 is 24 per cent. 

Rupture of the spleen is mostly met with 
in malarious districts, where the spleen is so 
commonly diseased; it may also occur dur- 
ing the course of an attack of typhoid fever. 

Playfair gives seven to eight minutes as 
the average duration of life after rupture 
of a malarial spleen, and a very trifling in- 
jury may cause rupture. The normal spleen 
is ruptured only as the result of consider- 
able violence. Young people are more sub- 
ject to it because the ribs are more elastic 
and yielding, no less than 15 out of 23 being 
under twenty. Nearly all of them had been 
run over in the streets. Edler computes 
the mortality as 82.3 per cent in the uncom- 
plicated cases. The symptoms may be 
immediate and alarming or may be delayed 
in their development. Chief reliance from 
the diagnostic standpoint must be placed on 
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the presence of blood in the peritoneal cav- 
ity soon after an injury, and the general 
effect of the loss of this blood on the pa- 
tient. The dulness is shifting, while the 
immediate neighborhood of the spleen is 
occupied by a fixed clot which gives the 
impression of increase in size. If the patient 
survive and no relief is afforded during the 
first day or two, to the other abdominal 
signs and those depending on loss of blood 
are not infrequently added increasing dis- 
tention, vomiting, pain, restlessness, and 
other symptoms of peritonitis, which have 
been known for many years to follow large 
effusions of blood into the peritoneum. In 
ruptured spleen during the course of typhoid 
fever, operation has mostly been performed 
for supposed perforation of the small intes- 
tine, a laparotomy of the lower abdomen 
having first been performed, and then a 
second incision made over the spleen when 
it was found to be the source of the symp- 
toms. 

Rupture of the liver is usually attended 
by shock, which frequently passes into col- 
lapse and death. Throughout all this there 
is vomiting, rapid pulse and respiration, 
rigidity of the abdominal wall, and tender- 
ness, which becomes localized in the hepatic 
region; and there is shifting dulness in the 
flanks with the ordinary symptoms of loss of 
blood, according to the amount of it which 
is effused. Jaundice may be a late symp- 
tom, and is therefore of no use in the early 
diagnosis. Hemorrhage is the most com- 
mon cause of the fatal ending. 

Gage considers that 14 per cent proved 
fatal from peritonitis, caused by the con- 
tinued presence of blood in the peritoneum. 
Pringle suggests that when the peritoneum 
is opened the hepatic and portal vessels 
should immediately be grasped with finger 
and thumb and held by an assistant, whilst 
the effused blood is cleared from the peri- 
toneal cavity and the necessary manipula- 
tions are carried out on the liver. He has 
practiced this in two cases, and says that 
perfect control of the bleeding areas of the 
liver and a clear field for operating were 
obtained. 

The incision should be large, the operator 
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should be quick and decided in his move- 
ments, and the immediate arrest of hemor- 
rhage should be his first care. 

Rupture of the biliary passages after pre- 
liminary shock is characterized by local 
pain, vomiting, and a slow accumulation of 
bile in the peritoneal cavity, with the pro- 
duction of limiting peritonitis and the de- 
posit of much plastic lymph. Jaundice may 
appear early or late and bile is absent from 
the feces. The abdomen is asymmetrical, 
for the bile is never generally diffused in 
the peritoneum. The opening of the com- 
mon duct can very rarely be found, and 
most of the patients who have recovered 
have been treated by tapping, which has 
been repeated on more than one occasion. 





DYSPEPSIA AND INDIGESTION 
VIEWED FROM THE SURGI- 
CAL STANDPOINT. 





In the last few years there has been a 
tendency, more marked on the part of the 
operating surgeon than on that of the physi- 
cian, to regard chronic or frequently recur- 
ring dyspepsia and indigestion as dependent 
in perhaps the majority of cases upon a dis- 
tinct and often remediable lesion rather 
than upon a neurosis, a term which has at 
the best a vague meaning, is of no thera- 
peutic service, and is not infrequently used 
as a cover to diagnostic failure. It cannot 
be doubted that myocardial degeneration, 
deficient elimination, chronic toxemia or 
infection, exhaustion, arteriosclerosis, and 
many other conditions are necessarily ac- 
companied by digestive failure which in its 
symptoms may become so pronounced as to 
dominate the clinical picture. If such fun- 
damental reasons for functional 
petency can be eliminated with a fair degree 
of probability, it would seem desirable to 
give to the question of the possible surgical 
cause for digestive disturbances most care- 
ful consideration. 

Munro (Boston Medical and Surgical 
Journal, vol. clxii, No. 25) has admirably 
epitomized the feeling of the clinical sur- 
geon upon this subject as follows: “I would 
again beg the general practitioner to con- 
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sider the probability of some simple surgical 
lesion of the abdominal viscera in his cases 
of persistent recurrent indigestion; that 
where such a lesion does exist, surgery is 
the safest and surest means at our disposal 
to bring about a permanent cure; that his 
neurotics with indigestion secondary to sur- 
gical lesions have the right of relief from 
their local trouble; that finally, there is a 
type of dyspepsia most naturally ascribed 
to gastroduodenal ulcer, but which is really 
secondary to an appendicitis, and which is 
curable to a degree not yet definitely deter- 
mined by a simple appendectomy.” 

Munro has discussed the subject of dys- 
pepsia with, for a surgeon, unusual toler- 
ance. He fully realizes that the family 
doctor sees many cases of dyspepsia that 
quickly and happily yield to slight medica- 
tion, change of diet, habits, etc. None the 
less, on the basis of a careful study of many 
hundred abdominal operations in which the 
symptoms were preéminently those of dys- 
pepsia and indigestion, he is firmly con- 
vinced that every case of recurrent or 
obstinate indigestion which does not yield 
to the intelligent treatment of the internist 
should have an opinion from one who views 
things through surgical glasses. In consid- 
ering the subject Munro excludes all cases 
of definite and general pelvic lesions, and 
obvious gross lesions of the duodenum and 
stomach. He first discusses the group of 
sufferers from indigestion and dyspepsia 
constituted by patients who have infection 
of the biliary passages. In the last year and 
a half 70 such patients were operated upon. 
Many of them dated the origin of their 
digestive troubles for ten, fifteen, and twen- 
ty years before entering the hospital. Attack 
had followed attack, each one leaving the 
pathology increasingly difficult to deal with, 
often so difficult that an operation of the 
gravest nature had to be offered them, occa- 
sionally with a fatal issue. Had the true 
pathology been recognized and dealt with 
within a reasonable time, the risk to life 
would have been scarcely greater than that 
of an interval appendix operation. The 
very fact that these invaliding attacks oc- 
curred time after time should have been 























enough to compel surgical advice, if not 
operative interference. Forty per cent of 
cases occurred in patients under forty years 
of age, two of them being twelve and six- 
teen years old respectively. Nearly 10 per 
cent of the cases had developed carcinoma, 
which in most instances would have been 
forestalled by timely operation. 

On the analysis of 250 cases of appendi- 
citis Munro notes a considerable number 
who have gone on year after year suffering 
from indigestion and have been treated by 
medical means. Most of the patients were 
in adult life, a fair proportion being quite 
advanced in years. In about 20 per cent of 
the cases the patients entered the hospital 
in the primary attack, which occurred out 
of a clear sky. Yet even many of these 
cases showed evidences of chronic or sub- 
acute infection, and gave a history of days 
or sometimes weeks of impaired health be- 
fore seeking operation. Because of this 
delay a large percentage of these cases re- 
quired drainage. Of the 30 cases requiring 
drainage, one-third died. This group is 
contrasted with a second one of 50 cases in 
which the primary attack had its inception 
within four days of operation. - Most of 
these cases were drained, but there were no 
deaths and no sequele. Of 90 cases that 
suffered from one to three attacks previous 
to operation, it is to be noted that they were 
apparently free from symptoms of indiges- 
tion. Most of them came to operation 
within two or three days of the onset of the 
final infection, and all of them recovered. 
Each early typical attack of appendicitis left 
the patient no worse than before, except 
the increased assurance of a subsequent 
attack. 

Munro includes 80 cases under what he 
calls the invalid group, who suffered from 
five to innumerable attacks, or else were 
constant sufferers for months or years from 
symptoms generally treated or described as 
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indigestion. Nearly all had more or less 
constant soreness of the abdomen, and a 
great many dated an increase in constipation 
from the onset. Some were confined to bed 
with attacks of indigestion at shorter or 
longer intervals. Others were practically 
bedridden for months. Most of those be- 
longing to this group were adults, but there 
was one child of thirteen who had been 
treated for years for numerous attacks of 
indigestion accompanied by vomiting. Some 
patients referred their pain, distress, or 
nausea to the ingestion of food, and had 
reduced their diet to the simplest equation 
possible. 

Of cases of appendicitis with gastroduo- 
denal symptoms, Munro has operated upon 
some 30. In every one the appendix has 
shown a definite pathological lesion of one 
type or another, and half a dozen of these 
patients had such severe attacks of gastro- 
duodenal hemorrhage, either in single at- 
tacks or in attacks more or less separated 
one from another, that there was no reason- 
able doubt of an actively bleeding ulcer in 
the stomach or duodenum. In all of the 
cases the abdomen was opened first in the 
upper quadrant. Barring those with acute 
hematemesis the patients have been greatly 
benefited or cured. A few in whom there 
were associated evidences of neuroses ap- 
parently have not been relieved of the latter 
stigmata. In all these cases a careful exam- 
ination revealed no gross pathological lesion 
in any other organ, except a perihepatitis of 
unknown origin in two cases. In a few in- 
stances there was visceral ptosis. 

Munro’s paper derives its special value 
not so much because of his careful analysis 
of a large clinical experience as because of 
the wise conservatism with which his surgi- 
cal enthusiasm is tempered. Against surgi- 
cal intervention for the various viscero- 
ptoses and for the gastroenteric manifesta- 
tions of neurasthenia he especially cautions. 
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TREATMENT OF DIABETIC GANGRENE 
BY THE APPLICATION OF HOT AIR. 
At a meeting of the Académie de Méd- 

ecine of Paris on February 15, M. Diev- 

LAFOY described a new method of treating 

diabetic gangrene which was attended with 

excellent results. On September 14, 1909, 

he saw in consultation a man, aged sixty- 

four years, suffering from gangrene of the 
left leg, which extended as high as two 
fingerbreadths below the knee. The leg 
was cold and livid, and no pulsation could 
be felt in the popliteal or tibial arteries. 
The symptoms began with severe pain in 
the leg on the 12th. The patient had suf- 
fered from diabetes for twenty years, and 
in twelve months had lost 46 kilogrammes 
in weight. Examination of the urine 
showed that he was passing 82 grammes 
of glucose and 30 grammes of acetone in 
the twenty-four hours. The general con- 
dition was too bad for amputation to be 
entertained. The patient was in a state 
of prostration bordering on coma, and the 
pulse was 140 and very weak. A strict 
antidiabetic regimen, injections of cacody- 
late of sodium, and, to relieve the pain 
and induce sleep, veronal and morphine 
were ordered. The gangrenous part was 
treated by the application, twice daily, ‘of 
douches of hot air produced by a special 
apparatus capable of supplying a current 
of 50 liters of air per minute at tempera- 
tures ranging as high as 700° C. This 
method has been introduced by Bonamy, 
Marot, and Vignat, who have used it with 
great success in diabetic gangrene limited 
to one toe and in perforating ulcer of the 
foot attended with moist gangrene of the 
foot. In the present case air at a temper- 
ature of 300° C. was applied to gangre- 
nous parts, the temperature being reduced 

to 100° C. in the neighborhood of the liv- 

ing tissues. The jet of air was projected 

a distance of from 5 to 10 centimeters, 

and each sitting lasted from thirty to forty- 

five minutes. 

The treatment was not very painful and 


REPORTS ON THERAPEUTIC PROGRESS. 


was well borne. After a week the patient 
was better, the leg was in a condition of 
dry gangrene, and there was no odor. The 
amount of sugar in the urine had decreased 
3.28 grammes in the twenty-four hours, 
and the amount of acetone to 9.7 grammes. 
The temperature of the air douche was in- 
creased to 400° C., and on October 17 
the gangrenous tissues were reduced in 
volume, blackish, dry, and odorless. The 
hot air not only dried up the surface of 
the gangrenous part, but penetrated deeply, 
so to speak “cooking” the limb. 

On November 17 the treatment had to 
be suspended for two days, as the appar- 
atus got out of order, and the gangrenous 
part became moist and gave off a fetid 
odor. On the 19th the douches were re- 
sumed at a temperature of 400° to 500° 
C., and the gangrene again became dry, 
the fetor disappeared, and a line of de- 
marcation formed below the knee. The 
line of demarcation deepened and the gan- 
grenous parts separated from the sound 
ones. The leg and foot retained their 
form, but were much diminished in size, 
black, and shriveled up, like the limb of a 
mummy. The tibia was bare at its upper 
part, and a large “window” formed be- 
tween the tibia and fibula. The patient re- 
gained his strength, and on December 21 
sugar and acetone had disappeared from 
the urine. Amputation was performed at 
the junction of the lower third with the 
upper two-thirds of the thigh. The fem- 
oral artery was found atheromatous and 
completely blocked by clot. Union of the 
wound took place by first intention and 
recovery was uneventful. In the ampu- 
tated limb the popliteal artery was found 
obliterated by arteritis and an adherent 
clot. The clot was a little organized and 
contained newly formed blood-vessels and 
some connective tissue. There was no 
trace of infection, no small-cell infiltration, 
and no lymphangitis. 

In contrast to this case M. Dieulafoy 
related an instance of diabetic gangrene 

















of the foot which after three months be- 
came moist and fetid. Amputation was 
performed in the lower third of the thigh. 
The femoral artery was not atheromatous 
and contained no clot. The anterior tibial 
artery was obliterated by endarteritis and 
a stratified organized clot. The posterior 
tibial artery was obliterated by organized 
clot and its inner coat was completely de- 
stroyed. The vessel was both filled and 
surrounded by small-cell infiltration, and 
was accompanied by lymphangitis. The 
vascular lesions in the two cases were sim- 
ilar, but in the one treated with hot air the 
gangrene remained dry, and was not fol- 
lowed by infection, while in the other the 
life was jeopardized by consecutive infec- 
tion. The hot-air treatment prevents this 
infection and eliminates the dangers of 
septic intoxication and septicemia.—Lancet, 
May 7, 1910. 


DYSMENORRHEA: ITS TREATMENT. 


3LAND contributes an article on this sub- 
ject to the Journal of the New Jersey State 
Medical Society for May, 1910. 

After a consideration of the great va- 
riety of conditions responsible for painful 
menstruation, he says it is evident that 
the affection is not entirely overcome by 
the employment of drugs. It has been as- 
serted that it is best to exhaust all general 
therapeutic measures before submitting a 
young unmarried woman to a pelvic exam- 
ination to determine the cause of her men- 
strual pain. This statement the author 
does not regard as justifiable, and unfor- 
tunately it is followed by a great majority 
of physicians, who therefore administer 
numerous remedies with the hope of 
affording the patient relief, and all the 
while work in total ignorance of its cause. 
He believes that all cases of marked dys- 
menorrhea call for an internal examination, 
and the physician who hesitates to make 
this exploration fails to perform his full 
duty to his patient. In virgin women, vag- 
inal exploration can be successfully exe- 
cuted under short chloroform anesthesia 
without harm. In all cases of dysmenor- 
thea every effort should be made to im- 
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prove the individual’s general health. She 
should receive plenty of fresh air both by 
day and night and be instructed to prac- 
tice deep breathing. Her diet should be 
plentiful and nutritious, and besides eating 
three good meals daily, she should receive 
in addition food between meals, such as 
fresh red beef juice, milk, and eggs. Grad- 
uated exercises in the fresh air should be 
advised, but the danger of overexertion 
should be emphasized. She should have 
several hours of sleep, and it is well to 
secure two hours of sleep each afternoon. 

While exercise is important, rest is also 
of the utmost value, particularly during the 
menstrual flow, and the patient should be 
instructed to remain in bed two or three 
days before the advent of the flow and the 
first two days during the flow. Overexer 
tion, fatigue, and excitement should be 
avoided during the flow. It is said that 
more benefit is derived from rest in the 
treatment of dysmenorrhea than from any 
other remedy. 

Constipation is commonly associated with 
dysmenorrhea, and it is therefore important 
to induce daily evacuations, and a mild 
cathartic daily for three or four days pre- 
ceding the flow is very effectual in giving 
relief. Inquiry should be made concerning 
the patient’s wearing apparel, and any 
faulty method of dress, such as tight cor- 
sets and constricting waistbands, should be 
prohibited. 

Concerning the use of drugs for the re- 
lief of menstrual pain, no greater error can 
be made on the part of the attending 
physician than to prescribe or administer 
opium or the various forms of alcohol. 
Patent medicines are frequently resorted to 
by women for the relief of pain. These 
nearly all contain some form of opium and 
their use should be urgently discouraged. 

In the intermenstrual periods, particu- 
larly if the patient is anemic, Blaud’s pill 
combined with arsenic and cascara sagrada 
is one of the best agents at our command. 
It is also of decided advantage to adminis- 
ter bone-marrow to women of this type. 
In neurotic dysmenorrhea the nervous 
symptoms should be combated by the ad- 
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ministration of the compound salts of 
phosphorus, the bromides, valerian, asafe- 
tida, or other nerve sedatives. The author 
has had excellent results from a combina- 
tion of extract of nux vomica gr. %, ext. 
sumbul gr. j, ext. valerian gr. j, asafetida 
gr. iij, given in a capsule four times daily. 
The pain is frequently overcome by salol 
and phenacetine, or aspirin combined with 
some of the other coal-tar products. Kelly 
has obtained splendid results by administer- 
ing forty grains of sodium bromide in one 
pint of hot salt solution by the rectum. 
Montgomery has had like success by giving 
stypticin, gr. 1, four times daily for a few 
days before and during the first two days 
of the flow. One of the most satisfying 
agents has been the employment of the fluid 
extract of gelsemium, giving five drops 
three times daily, starting a week before 
the period and continuing the first few days 
of the flow. The hot-water bag applied 
over the abdomen frequently affords com- 
fort to the patient, but the author has fre- 
quently seen the pain almost instantly dis- 
appear by the simple application of an ice- 
bag over the sacrum, and he prefers this 
to any other local application. 

Several measures were recommended for 
the local treatment of dysmenorrhea. Hot 
vaginal irrigation, counter-irritation of the 
cervix and vault of the vagina by Church- 
ill’s tincture of iodine, and medicated tam- 
pons are undoubtedly of value and fre- 
quently afford relief. The author has seen 
the introduction of the hard-rubber pessary 
in dysmenorrhea due to the retrodisplace- 
ments prove highly effectual. Electricity 
is another measure that has proved success- 
ful, and it is fortunate that this method is 
so little employed. Many men have found 
the application of the mild galvanic or 
faradic current to the uterus of decided 
value, and report cases of complete cure. 
Bier’s hyperemic treatment is also being 
used with uncertain results. 

The surgical treatment of dysmenorrhea 
should only be applied in cases in which 
definite pathologic conditions are recognized 
in the pelvic structures. It is obvious if 
the menstrual pain is caused by the pres- 





ence of a fibroid tumor, pathologic dis- 
placement, or inflammatory disease of the 
tubes and ovaries, these conditions should 
be corrected by appropriate surgical meas- 
ures. Dysmenorrhea due to inflammatory 
conditions of the endometrium and uterine 
wall is best relieved surgically by dilating 
and curetting the uterus, and dilatation 
does occasionally relieve those cases of dys- 
menorrhea not associated with organic 
lesions. It accomplishes this perhaps by 
the impression it makes upon the nervous 
system. About one-third of this type of 
patients obtain partial and sometimes com- 
plete relief, so even with this treatment 
the percentage of cures is small. Dilata- 
tion and curettement then, even in the func- 
tional types of menstruation, should not be 
performed without informing the patient 
of its shortcomings, and only after medical 
measures fail. Too many patients are sub- 
jected to dilatation and curettement for 
dysmenorrhea without the cause of the con- 
dition first being determined. It is not in- 
frequent to see patients operated upon re- 
peatedly for this condition without obtain- 
ing permanent relief, and occasionally the 
condition is aggravated and in some in- 
stances serious injury inflicted. A high de- 
gree of dilatation has been recommended 
in cases of dysmenorrhea in young women, 
and this is best accomplished by the intro- 
duction of laminaria tents or by special 
forms of dilators. The Wylie drain has 
been given special prominence by some au- 
thors as a curative agent for dysmenorrhea, 
and the best results from the use of this 
instrument are obtained by dilatation and 
curettement as a preliminary to its use. 
Dysmenorrhea said to be due to chronic 
odphoritis or periodphoritis is frequently 
referred to in the literature, and the treat- 
ment advised for this malady is the exclu- 
sion of an elliptical-shaped section from 
the surface of the ovary. The author does 
not believe that resection of a cirrhotic 
ovary affords the patient comfort, and, 
moreover, he cannot conceive how it can 
do more than aggravate the chronic lesion 
in the ovary itself; it is adding insult to 
injury. 




















REPORTS ON 


Bland concludes as follows: 

1. Dysmenorrhea must always be re- 
garded as a symptom and not as a morbid 
process. 

2. Painful menstruation does not always 
indicate the existence of pathologic condi- 
tions in the pelvis. 

3. Dysmenorrhea is perhaps most fre- 
quently caused by disturbance in the vital 
system of the body. 


4. Dysmenorrhea should never be treated. 


until a thorough investigation as to the 
cause is made. 

5. In the medical treatment of dysmen- 
orrhea, opium and the various forms of 
alcohol should never be used, or only by 
the physician, and then in exceptional cases. 

6. Dilatation and curettement is of value 
in hut a very small percentage of the func- 
tional cases of dysmenorrhea. 

?. Organic cases of dysmenorrhea are as 
a rule overcome by the removal of the 
cause. 


THE TREATMENT OF ACUTE INFLAM- 
MATION OF THE MIDDLE EAR 
AND MASTOID PROCESS. 

In the Journal of the Medical Society of 
the State of New Jersey for May, 1910, 
Woop says that, except in very rare in- 
stances, the giving of drugs which tend to 
reduce the general sensibility is extremely 
unwise; especially should morphine be 
avoided. In cases in which local measures 
fail to relieve the pain it is probable that 
the condition is of sufficient severity to need 
the closest attention of the physician, and 
pain is the one symptom above all others 
which enables us to gauge the severity of 
the disease and the oncoming of dangerous 
complications. 

As has been mentioned before, the large 
majority of cases of simple acute otitis 
media will get well, and many do get well 
without any interference, and “hands off” 
is a good maxim for the attending physician 
to at least bear in mind. Certainly, at 
times, too energetic and unwise treatment 
is productive of great harm. The chief ob- 
ject of our treatment should be the estab- 
lishment of good drainage from the tym- 
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panic cavity. Normally the middle ear 
drains through the Eustachian tube and 
many cases recover without rupture of the 
drum, even after fluid has appeared in the 
tympanum by drainage through its natural 
opening; but, in the majority of cases of 
acute middle-ear inflammation we have a 
concomitant inflammation of the tube which 
is occasionally sufficient to absolutely close 
its lumen. There is a difference of opinion 
among aurists as to the advisability of for- 
cible inflation of the tube during acute mid- 
dle-ear disease. The author’s belief is that 
in a large number of cases Politzerization 
in the early stage is of great value, and that 
the benefit outweighs the theoretical possi- 
bility of harm, such as perhaps forcing of 
the secretion from the middle ear into the 
mastoid cells. It should, however, be done 
with the utmost care. The turbinals of 
the nose on the side affected should be con- 
tracted with cocaine, the nasopharynx care- 
fully cleansed out by careful douching with 
warm normal salt or boracic acid solution, 
and then only sufficient force used with a 
Politzer bag to enable the slightest amount 
of air to enter the tympanum. Much less 
dangerous, and frequently of marked effi- 
ciency, is the simple cocainization of the in- 
ferior turbinate and the mouth of the 
Eustachian tube. The contraction of an 
enlarged posterior end of the inferior tur- 
binal by the vasoconstrictor action of the 
cocaine helps sometimes considerably in 
establishing drainage from the tube. The 
author has found the combination of anti- 
pyrin 7 grains, cocaine 2 grains, water 1 
ounce, dropped into the nostril as the pa- 
tient has the head inclined backward, very 
useful in keeping open the nasal passages. 
This can be advantageously followed by 
some bland oil such as albolene with men- 
thol and camphor, two grains to the ounce. 
The menthol has a tendency to check the 
excessive secretion, while the oil helps to 
prevent stagnation of the secretion in the 
nose, and permits it to be more easily 
swallowed; which, the author adds, is the 
natural way of cleansing the nose. 

If in spite of this rather conservative 
treatment the patient keeps on getting 
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worse, the pain not disappearing and the 
temperature rising, paracentesis of the 
drum affords a very direct and efficient 
way of draining the tympanum. The meth- 
od of performing a paracentesis is simple, 
but should not be done by ong who is not 
familiar with the appearance of a normal 
and abnormal drum; also the person must 
be able to use the head mirror so as to 
enable him to see what he is doing during 
the operation. 

Paracentesis of an inflamed drum is an 
exceedingly painful procedure and the 
author’s preference is to do it under a gen- 
eral anesthetic. If this is impossible, or 
for some reason inadvisable, the drum may 
be partially anesthetized by applying the 
following mixture directly to the mem- 
brane: 

Cocaine hydrochlor., 2 parts; 
Acid. carbol. liq., 1 part; 


Menthol, 2 parts; 
Rectified spirit, 20 parts. 


As for the technique of paracentesis, 
cleanse the auditory canal thoroughly and 
make the opening through the drum a free 
incision and not a puncture. Probably the 
best means of sterilizing the canal is’ by 
the insertion of a carbolized cotton wick 
for several hours previous to the operation, 
and thoroughly douching immediately be- 
fore with a 2-per-cent lysol solution. As a 
rule, the incision should be made over the 
most prominent part of the tympanum. 
When there is no particular bulging point, 
the incision, beginning below close to the 
posterior rim of the drum, is carried fairly 
close to the posterior margin, and sufficient- 
ly upward and forward to create a slightly 
U-shaped flap which will gape easily and 
make a free exit for the secretion. The 
bulging and congestion of the drum fre- 
quently obscures the outline so that the 
exact placing of the incision is difficult. 
Little harm can be done with a paracentesis 
knife if the ordinary amount of care is 
exercised. It is, however, possible if one 
goes blindly into the tympanic cavity to dis- 
lodge the ossicles, with permanent deafness 
resulting. 

The results following paracentesis are 
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usually very marked, and when the infec- 
tion is confined to the middle ear the pain 
ceases and the temperature drops. The 
after-treatment, however, following para- 
centesis is of the utmost importance. We 
have now to fear a secondary infection, 
which is not at all an uncommon happening 
even under the best of circumstances, and 
is usual in dispensary work among the 
ignorant classes. This, the author believes, 
is a good reason for not opening tne drum 
until we practically have to. The discharge 
following paracentesis may at first be sim- 
ply serous, but in the course of a few days 
it is very apt to become purulent, and in 
many of these cases the purulent inflamma- 
tion is due to some pyogenic organism find- 
ing its way in through the external audi- 
tory canal. We must remember, however, 
that in the early stages of all acute inflam- 
matory conditions of the middle ear there 
is a serous exudate, and that the formation 
of pus naturally comes later; also that in 
the majority of cases a purulent exudate is 
already present when paracentesis has be- 
come necessary. After the drum has been 
incised and the bleeding stopped, any clots 
in the canal should be removed with a lysol 
douche; a wick of cotton saturated with 
10-per-cent carbolized glycerin should be 
placed in the canal, and a pad of sterile 
absorbent cotton placed over the ear and 
held in place with a roller bandage. This 
is left in position for twelve to twenty-four 
hours, but should at the end of that time be 
removed, the canal cleansed with a one-per- 
cent lysol solution, and a fresh carbolized 
drain is placed in the canal. The drain 
should be removed and replaced as soon as 
it becomes soiled with the discharge. If 
the patient cannot comprehend the neces- 
sity and technique of cleanliness, better re- 
sults would probably be secured by the 
physician placing a thin gauze wick in the 
canal himself and having the patient sim- 
ply renew an external pledget of cotton. 
This pledget of cotton takes up the dis- 
charge carried to it from the tympanum by 
the gauze wick. 

The treatment of acute otitis media after 
the drum has ruptured spontaneously is 
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practically the same as that of cases in 
which the drum has been artificially opened. 
First, cleanliness in order to minimize the 
chances of a secondary infection, and sec- 
ondly, the establishment of good drainage 
with cotton or gauze wicks. 





THE DRUGLESS TREATMENT OF 
PNEUMONIA IN CHILDREN. 

In the Canadian Practitioner for June, 
1910, DonALD reports this plan of treating 
pneumonia: 

Some qualifications are given to the state- 
ment that his cases were treated without 
drugs. When such a statement is made, 
the impression which it is desired to con- 
vey is that there. were no definite drug 
measures adopted beyond what were neces- 
sary for the relief of unpleasant, distress- 
ing, or dangerous symptoms. The whole 
line of expectorants, febrifuges, and alter- 
atives were entirely discarded, both in the 
lobar and bronchial types. The rule has 
been that as soon as the case is diagnosed, 
the child is sequestered in the infirmary 
belonging to the institution, which consists 
of two large, bright, sunny, airy rooms, 
well heated, in a quiet portion of the build- 
ing, away from all noise and disturbing in- 
fluences. The child at once receives a 
warm bath and is put to bed, either with 
or without applications of some kind upon 
the chest. During Dr. Douglas’s term of 
service all chest protectors or poultices were 
discarded, while during the term of Dr. 
Donald it has been customary to apply 
them. There was a friendly difference of 
opinion here in regard to this line of treat- 
ment. The cold-air treatment was consid- 
ered, only to be immediately forbidden, and 
all the children were kept constantly, as 
near as possible, at a temperature of 65° to 
70° day and night. The object desired was 
to secure not any special degree of temper- 
ature, but a uniformity of temperature, 
whatever it might be; and the feeling has 
grown that any degree of temperature is 
consistent with good treatment, providing 
that degree be maintained uniformly. 
However, with children from two to four- 
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teen years of age, as are theirs, many of 
them restless at night, kicking off the 
clothes, exposing themselves to the ordinary 
room temperatures, arising from the bed 
to go to the toilet room, crawling from 
bed to play during the nurse’s absence or 
during their own convalescence, it has been 
deemed wise that the temperature be kept 
at a safely warm point. This decision we 
have never had any reason to change. It 
seems grateful to the patients, pleasant to 
the nurses, and safe to the physicians. 

After the child has had a warm bath and 
is snugly tucked into bed, with or without 
his chest dressings, the temperature is taken 
at regular intervals of three to six hours, 
and upon showing any disposition to rise 
above 102° or 102!4° the child is immedi- 
ately given another warm bath. This sim- 
ple hydrotherapeutic measure is ordinarily 
all that is necessary to obtain a safe degree 
of temperature in the child. Should, how- 
ever, the nurse be too busy, or should hot 
water be not available, or should any other 
occasion intervene so that it might be im- 
possible or inconvenient to give the child 
a hot bath, the nurse is allowed to substi- 
tute one or two grains of phenacetine, or 
other coal-tar product, or a few minute 
doses of aconite, in order to moisten the 
skin and reduce the temperature. Beyond 
this no other drug is given, except that in 
cases of severe cough small doses of heroin 
or paregoric are administered, and in cases 
of sleeplessness Dover’s powder or mild 
bromide mixture is permitted. Careful 
attention to the bowels and kidneys and 
skin is always insisted upon. The diet is 
liquid or soft, nutritious and palatable, and 
easily digested. Milk is a basis, and 
cereals, fruit juices or meat juices are al- 
lowed, depending upon the desires of the 
patient and upon the capacity of the insti- 
tution. 

Should occasion arise in the course of a 
bronchopneumonia, expectorant mixtures 
are ordered, and should there come, as there 
has come in several cases, periods of pro- 
found depression and cardiac asthenia, re- 
course is had to the most vigorous stimula- 
tion of the heart and vital centers. Strych- 
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nine, quinine, digitalis, and the mild bitters 
have all been used. When they are de- 
manded they are pushed if necessary to the 
limit. The occasion which would demand 
such a line of treatment arises exceedingly 
seldom. Ordinarily during the course of 
the disease neither this nor any other drug 
is given except, as has been said before, to 
meet some special indication. 

Much stress is laid upon dietetic meas- 
ures. For the first few days of the disease 
the child can take practically nothing, but 
after that every effort is made to induce it 
to take nourishment in some form agree- 
able to it. The desires of the child are 
always consulted, inasmuch as we know 
that where a desire is digestion is likely to 
follow. Food which is disliked by the child 
becomes often nothing more or less than an 
irritant, or a toxic insert, and consequently 
it has always been impressed upon the nurse 
that the child should be fed what it reason- 
ably desires, and what it can digest per- 
fectly. 

Upon the hydrotherapeutic measures is 
placed the most dependence. The stimula- 
tion of the skin and the vital nerve centers, 
the sedation of the nervous irritability, the 
soothing of the wild delirium, and the pro- 
duction of quiet sleep are accomplished 
largely by this simple physical measure. 
Care of the emunctories is likewise consid- 
ered of the utmost importance. All sources 
of extraneous irritation or overstimulation 
are discovered and removed. The room is 
dark or partly shaded, strong lights are 
excluded, the nurse moves softly, the child 
is handled gently. The alcoholics are never 
given except occasionally during convales- 
cence, when the vital forces show only too 
slight a tendency to recuperate. It would 
seem from physiological experiment as if 
alcoholics were always, or almost always, 
contraindicated in this disease. 

In regard to local applications to the 
chest, to which reference was made in the 
early part of the paper, there has been, as 
has been said, a friendly difference of opin- 
ion between the two members of the staff. 
Dr. Douglas has objected uniformly to cov- 
ering or dressing in the shape of poultices 
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or bandages to the chest, arguing that little 
was gained by such measures and much 
lost, that the patient was disturbed by hav- 
ing the dressings changed, and that the 
examination of the chest by the physician 
was always interfered with. The argu- 
ment which appealed to the other member 
of the staff, Dr. Donald, was the soothing 
and comforting influence which was se- 
cured by such measures, with possibly some 
ideas which have been in 
Arguments have 


concession to 
existence for many years. 
been advanced pro and con upon this sub- 
ject by many physicians and in many med- 
ical journals. A settlement of the question 
seems as far removed as ever. Their pa- 
tients recovered with the applications and 
without them; and they find it impossible 
to say whether the use of such applications 
has been of value, other than as a salve to 
the fears and anxieties of the relatives or 
nurses. It would seem that where there is 
much pleuritic pain such applications might 
be of service; and it would appear as if 
these might be discarded entirely where 
there was no such indication. It is a ques- 
tion of comfort rather than a question of 
cure. Where applications have been or- 
dered, either the quilted or cotton flannel 
jacket, or the ordinary kaolin preparations, 
have been used. These latter have been 
selected in preference to the old-fashioned 
linseed poultices, on account of their ease 
of preparation and infrequency of applica- 
tion, a change being made only once in 
every twelve hours. 





TREATMENT OF HYDATID SINUSES 
BY INJECTION OF BISMUTH 
VASELIN. 

30LLEN in the Australasian Medical Ga- 
sette of May 20, 1910, tells us that having 
recently had two very satisfactory cures 
of hydatid sinuses of some duration by a 
method that is not generally known, and, 
so far as the author is aware, had not pre- 
viously been tried in hydatid sinuses in 
Adelaide, he has thought it would be of 
interest to report them. The cases were as 
follows: 














Case 1.—Miss J. 
had been ailing for 
there was evidently 


M., aged thirty-one, 
about ten years, and 
some enlargement on 
the convexity of the liver. There was in- 
creased dulness, extending upward in a 
double shape, after the idea of the humps 
on the dromedary, with bulging of the 
lower ribs on that side, and displacement 
of the heart toward the left. A photograph 
by the #-rays was made, but without giving 
much help. 

On May 12, 1909, Dr. Giles, assisted by 
Dr. Hone and the writer, operated by the 
usual method, excising a portion of the rib 
and evacuating a large hydatid cyst and 
establishing drainage. 

On the 24th, as pleurisy had developed, 
a long needle was passed in near the wound, 
and serous fluid was aspirated, but as the 
fluid stopped flowing the needle was pushed 
further, drawing blood, and further again, 
drawing what suggested hydatid fluid. 

As the temperature did not abate, and 
the patient’s condition was not satisfactory, 
they reached the conclusion that there was 
another hydatid cyst, and on May 31, under 
ether, administered again by Dr. Hone, Dr. 
Giles incised through the original wound 
deeper into the liver substance in the direc- 
that the needle had indicated, and 
found another large cyst and evacuated it, 
draining it after the mother cyst had been 
got away. The dulness now became nor- 
mal, and for some days a large number of 
daughter cysts came away. Gradually the 
sac closed, and the patient regained 
strength. 


tion 


She was then left with a sinus which was 
about five inches deep, with an obstruction 
about 334 inches from the surface, where 
the liver substance had existed between the 
two cysts, and as this contracted it became 
difficult to drain this tract, and the writer 
had to resort to a glass drainage tube. 

The patient left the hospital on July 26, 
but in a few days the tube caused trouble; 
it could not be inserted beyond the barrier. 
Her temperature rose, and she returned to 
the hospital on August 3, where he got the 
tube right again after a lot of trouble. 

The author had seen a short résumé of a 
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paper given in Victoria by Dr. Julian Smith 
last year, regarding the use of bismuth for 
sinuses, and Dr. Hone drew his attention 
to the full paper, as it had come in the 
Intercolonial Journal of Australasia last 
June, and suggested whether it would be 
worth trying in this sinus. As he had tried 
iodine, iodoform emulsion, hydrogen per- 
oxide, etc., he thought the chance worth 
trying, and on October 8 he cleansed the 
skin well with lysol solution and syringed 
it well with peroxide, and then injected it 
with 33-per-cent bismuth subnitrate in 
white vaselin, previously sterilized by heat 
and warmed for use, but not being satis- 
fied with the firmness of the surface when 
it had cooled to body heat, he on the 11th 
injected again, but this time with 50-per- 
cent strength. He then put a dry dressing 
on and kept the patient quiet in bed for a 
few hours; then she went to her sister’s 
home, some distance from the hospital, and 
kept fairly quiet for a few days. No rise 
of temperature followed, nor any toxic 
signs, and within a fortnight the wound 
had healed, and has remained so ever since. 
During the healing a little of the prepara- 
tion worked out. During the whole course 
of the sinus the writer saw no calcareous 
matter, nor did he get any evidence of that 
by means of the probe. 

This brought to a satisfactory finish a 
case that bid fair to be a very much more 
protracted one than it proved by this 
method. 

Case 2.—Miss J. A., aged thirty, had an 
operation by the late Dr. Way by the usual 
median infraumbilical incision in August, 
1897. Another hydatid developed, and was 
operated on by Professor Watson on Sep- 
tember 28, 1905. This operation was for 
hydatid of the under surface of the liver, 
and the incision was made in the middle 
line in the epigastric region. Subsequently 
a sinus developed, and after she left the 
hospital, at the Professor’s request the 
author took charge on January 16, 1906. 

The sinus was 4% inches deep, extend- 
ing directly backward in the center of the 
epigastric region. Sometimes the probe 
got a gritty rub, suggesting calcareous de- 
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posit. The writer used to dress it on Sun- 
day, and the district nurse on week-days, 
from the date mentioned. To heal this 
he tried almost everything that he 
could think of. The trouble was that in 
addition to the calcareous walls the abdom- 
inal wall would tend to contract, and once 
her temperature rose, with evidences of a 
collection of pus below the parietes. He 
referred her twice to the Professor to see 
whether she would be helped if we could 
drain the sinus from the back, who also 
tried the use of Harrington’s solution. The 
author tried peroxide of hydrogen, bichlor- 
ide, lysol, cyllin, boric acid, iodine, iodo- 
form emulsion, sulphate of zine and izal. 
He also tried pure izal, but all to no effect, 
beyond that at times the sinus got a trifle 
shallower, afterward going back to its orig- 
inal size. Seeing the good effect of the 
bismuth in the first case, the author used 
it on November last, and in the same way. 
He kept her in bed one week, and quiet a 
week or two longer, and it healed straight 
with no ill effect to her general 
health, and with no local trouble. This 
case, healing promptly after over four years 
from the operation, shows what help it was 
to both patient and those looking after her 
trouble. 


away, 





ADRENALIN IN THE TREATMENT OF 
MALIGNANT TUMORS. 

REICHER has contributed to the Deutsche 
medicinische Wochenschrift of July 25, 
1910, an interesting report concerning his 
experiments upon mouse cancer, which is, 
as is well known, closely allied or identical 
with human cancer, save that it seems to be 
more susceptible to remedial agents. He 
states that adrenalin when injected into the 
tissues around the growth is capable of 
causing a complete disappearance of mouse 


cancer. It may be thought that this may 


be due to the diminished blood supply of 
the growth produced by the action of the 
adrenalin upon the blood-vessels of the part, 
but Reicher does not seem to consider this 
as an important factor. On the other hand, 
he appears to believe that the adrenalin pos- 
sesses some power which renders the ani- 
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mal immune to inoculation by cancer. 
Whatever the effects may be, and whatever 
the mode of action, Reicher asserts that he 
has employed adrenalin in human cancer 
with advantage, and he recommends that 
every ‘second or third day a dose of from 
15 to 25 minims of the standard solution of 
1:1000, or one-half per cent of novocaine 
solution, should be injected. 





TETANUS. 


WILcox in the Journal of the Minnesota 
State Medical Association of June 15, 1910, 
reminds us that the prophylactic treatment 
of tetanus is of the utmost importance. 
Tetanus should be regarded as a possible 
complication in all Fourth-of-July wounds, 
gunshot wounds of short range, punctured 
wounds, lacerated and contused wounds 
made by rough objects, and railroad and 
street-car wounds occurring in crowded 
districts. In the presence of these condi- 
tions it would seem that it is the surgeon’s 
duty to mention the possibility of tetanus, 
and advise the administration of the anti- 
toxin. Certain difficulties will, of course, 
be met with, such as expense, inconve- 
nience, and failure on the part of the patient 
to appreciate the gravity of the consequence 
of a neglected wound, but the surgeon will 
be relieved of the responsibility, and if his 
advice is followed the number of cases will 
be markedly less. 

The writer does not dwell upon the local 
treatment of the wound, but wishes to em- 
phasize the importance of avoiding contam- 
inating a comparatively clean wound by in- 
judicious preliminary examination. Cleanse 
the surrounding area, protecting the wound 
in the meantime by sterile gauze as though 
there was to be an aseptic operation per- 
formed. This accomplished, the wound 
itself may be examined, foreign 
bodies are removed and hemorrhage con- 
trolled; in badly contused wounds excision 
of the entire injured part or even high am- 
putation is indicated. The use of anti- 
septics of any unusual strength is contra- 
indicated ; mild lysol solution, salt solution, 
or a one- to three-per-cent solution of 
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hydrogen peroxide may be used for irriga- 
tion. Strong antiseptics seal up the lymph 
spaces, exclude oxygen, and cause irritation, 
thereby producing local conditions favor- 
able for the growth of the tetanus bacilli. 
The dried antitoxin powder, as suggested 
by McFarland, may be used for dusting the 
wound in conjunction with the general ad- 
ministration. Bockenheimer (Archiv fiir 
Chirurgie, Berlin, 1xxxvi, No. 2) remarks 
on the affinity existing between tetanus 
toxin and fats, and regarding attempts at 
prophylaxis suggests the use of vaselin and 
Peruvian balsam salve as a local applica- 
tion to wounds after cleansing. As the re- 
sult of his experiments on guinea-pigs, he 
advocates cleansing the wounds with H,O, 
and then applying Peruvian balsam salve 
every day. 

Once the disease has become active the 
treatment of the wound is futile, the toxins 
now being lodged within the nervous tissue. 
Serum therapy has not reduced the mortal- 
The 
failure may be due to the methods of injec- 
tion, but in lieu of the theory of Meyer and 
Ransom, the absorption of the toxins by 


ity when given as a curative agent. 


the motor nerve-paths, further experience 
the 
encouraging. 


with intraneural injections may be 


3acelli has 
advocated the subcutaneous injection of a 
one-per-cent solution of carbolic acid in the 
treatment of tetanus. 


During the last ten years 


These injections are 
repeated until the patient (an adult) has 
taken 80 grains in twenty-four hours. Two 
tables give a mortality of 22.6 per cent, but 
it does not seem to have been used exten- 
sively in this country. 

Matthews’s salt solution treatment and 
the subdural injection of morphine-eucaine 
and salt solution, as recommended by Mur- 
phy, have been used in a limited number of 
cases, but without promising results. 

The treatment of tetanus by intraspinal 
injections of magnesium sulphate has been 
applied with success in several cases and is 
the result of the experimental work of 
Meltzer and Auer, and Haubold and Melt- 
zer. The results of their experiments on 
monkeys and three human subjects show 
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that intraspinal injections of magnesium 
sulphate, in doses which do not affect the 
respiratory center or other vital functions, 
are capable of abolishing completely all 
clonic convulsions, tonic contraction in 
cases of human tetanus, and experimental 
tetanus in monkeys. The relaxing effects 
of the injections may last from twenty-four 
hours to slightly longer periods. They be- 
lieve that the therapeutic value of the injec- 
tions of magnesium sulphate lies in the fact 
that by abolishing the convulsions, clonic 
and tonic, the animal is tided over a period 
which enables the newly formed antitoxins 
to reach such amounts that they overtake 
the balance of free toxins, and the meta- 
bolic processes of the body are assisted in 
mastering the toxins fixed in the nerve cells. 

From the literature of the last year or 
two the author has been able to collect ten 
cases treated by magnesium sulphate injec- 
tion. The results of these cases show a 
mortality of 30 per cent. If one case with 
an incubation period of four weeks is ex- 
cluded the remaining nine acute cases give 
a mortality of 33 1-3 per cent. 

Certain adjuvants, such 
chloral, and bromides, as well as injections 
of antitetanic serum, were used in connec- 
tion with the intraspinal injections of the 
magnesium sulphate, but from the forego- 


as morphine, 


ing remarks it seems logical to assume that 
the Jast therapeutic measure demands care- 
ful consideration and trial, for, with the 
exception of the carbolic injections of 
Bacelli, no procedure has given so low a 
mortality. 

In conclusion, the author emphasizes (1) 
the importance of regarding a certain class 
of wounds with suspicion, and the results 
to be obtained from large, repeated, prophy- 
lactic injections of antitetanic serum; (2) 
the technique of the toilet of minor as well 
as of major injuries; (3) the value of 
intraspinal injections of magnesium sul- 
phate to control the spasms, thereby assist- 
ing nature in eliminating the toxins which 
have become fixed in the nervous tissue; 
(4) the intraneural injection of antitetanic 
serum deserves a thorough trial in conjunc- 
tion with the above. 








THE TREATMENT OF PNEUMONIA. 


McPHEDRAN in the Monthly Cyclopedia 
and Medical Bulletin for June, 1910, asserts 
that in ordinary attacks of pneumonia in 
children and adults no active 
measures are necessary. Rest in bed, suf- 
ficient clothing to keep the patient comfort- 
ably warm, fresh cool air, light diet in 
moderation, and cleanliness of mouth and 
body are sufficient. Early and satisfactory 
recovery results in all cases unless some 
untoward circumstance occurs. It is only 
as there is suffering from distressing or 
dangerous symptoms that there is need for 
a resort to special measures for relief and 
for guarding as far as possible against 
danger to the vital forces. One of the 
most efficient means at our disposal to sus- 
tain vitality and aid the patient in resisting 
the depressing influences of the infection 
is fresh air, and, probably better, cold air, 
because it stimulates respiration and, being 
more dense, supplies more oxygen in pro- 
portion to its volume. In the hospital, 
except in inclement weather, the author has 
all severe cases placed on the balcony, 
screened from wind and shaded from too 
strong a light. The patient is given his 
tood and drink there, but the bed is wheeled 
into the ward when any other attentions 
are required. The beneficial effect is often 
quite marked and soon shown after he is 
moved out. Usually the breathing is made 
easier, sleep more restful, the color becomes 
less cyanotic, the mental state is clearer, 
and food is taken better and better digested, 
with less liability of distention of the stom- 
ach and bowels. If these effects are pro- 
duced, the pulse improves, and with the 
improved circulation there is, no doubt, in- 
creased excretion of toxins by the kidneys. 
The cold air may make the cough more 
irritating for a time, but this is usually 
relieved by a mild sedative. No harm can 
result if the patient is covered, including 
the head, so as to keep him warm. 

The disease being of short duration, diet 
is not the important question that it is in 
enteric fever, yet it is desirable that the 
patient should get food of about the value 
of 2000 calories per diem. If there is any 


young 
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appetite, he should. be allowed to choose 
his food so long as his desires are reason- 
able. If he is seriously ill there is seldom 
any desire for food; then milk, raw or pre- 
pared, or its equivalent, will suffice, but the 
utmost care should be observed that no 
abdominal distention results, as often occurs 
owing to the paretic effect of the toxemia 
on the bowel. 

The greatest danger in pneumonia is 
from toxemia. To it are chiefly due the 
dangers from cardiovascular and respira- 
tory failure, results that are largely attrib- 
utable to the depressing effects of the toxins 
on the medullary nerve centers. It is of the 
first importance to counteract the depres- 
sion of the nervous system. It is therefore 
important that the two chief signs of 
nervous depression are resorted to for this 
purpose, such as the cool or cold_ pack, 
spongings, general and cardiac stimulants 
and sedatives; of these agents opium is 
probably the most effective. There is no 
remedy so generally potent to relieve car- 
diac failure from any cause, especially in 
the aged. It should be given as indicated, 
preferably as morphine hypodermically, 
and early, while the bronchi are still free, 
as its use later is liable to lead to accumu- 
lation of the bronchial secretion. Marked 
dilatation of the right auricle, as shown by 
extension of dulness to the right of the 
sternum in the fourth interspace, is also a 
contraindication. If this is much over a 
fingerbreadth the dilatation is serious, and 
there will be marked dyspnea, some cyan- 
osis, and increasing bronchial secretion— 
conditions rendering the use of morphine 
dangerous, yet in some cases advisable. As 
to the best means of treating this condition 
there is much difference of opinion, but all 
agree that it should be prevented if possible 
by remedies which stimulate, in the first 
place, the nerve centers, such as strychnine, 
atropine, and alcohol, and in the second 
place the heart directly, such as digitalis, 
the caffeine group, and strophanthus; also 
the application to the precordium of the ice- 
bag. The late Dr. Balfour had good re- 
sults from 10 minims of tincture of digi- 
talis with 10 grains of hydrated chloral, 
































begun early and given three or four times 
daily. He found that digitalis prevented 
depression from the chloral. 

One of the most potent cardiac stimu- 
lants is strophanthin, given intravenously, 
but this or any other stimulant, in order to 
be effective, must be given before there is 
much degeneration of the heart muscle. 
English physicians generally, and there are 
no better therapeutists, are much in favor 
of applying four or five leeches to the right 
of the sternum as soon as signs of dilata- 
tion of the right auricle appear. This leads 
to the consideration of venesection and 
its indications. Most writers approve of 
it in robust, full-blooded patients with a 
strong, high tension pulse. 
will bear almost any treatment and will 
usually “weather the storm” without any 
aid beyond rest and general care, so that 
venesection in such cases is seldom a vital 
question. 

But what are we to do for those of ordin- 
ary vigor, or those even far from being 
robust, when they show the danger-signals 
of a dilated and dilating right heart? If 
they are to be saved it must be by prompt, 
vigorous action; hesitation means failure. 


Such patients 


The first and urgent indication is to relieve 
the tension in the right heart, so that its 
systole may be effective in expelling its 
Vene- 
section is said to be bad practice in such 


blood into the pulmonary artery. 


a case because the patient is already anemic 
and lacking in strength. If we bleed we 
render them stil] more anemic, but if we do 
not bleed the right heart will almost cer- 
tainly become so distended as soon to cease 
its efforts to contract. When we are lim- 
ited to a choice of two evils in other matters 
we instinctively chouse the less; why not in 
The has for several 
years advised and practiced venesection in 
all cases showing this symptom-group, al- 
ways with some relief at least, and in a 


this case? author 


large proportion of instances with recovery 
if the bleeding has been done before the 
right heart has been too greatly distended. 
If a full stream of blood can be obtained, 
6 to 10 ounces will suffice ; but if the stream 
is small and trickling, little good will result 
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because the tension will not be lowered 
quickly enough to permit prompt contrac- 
tion of auricle and ventricle. If relief can 
be obtained by a small bleeding taken in a 
gushing stream, the venesection may be 
repeated in thirty-six to forty-eight hours 
if deemed necessary. In the syncopal type 
venesection is uncalled for, as the heart is 
not laboring with an excess of blood. 

Oxygen by inhalation has been highly 
recommended by many for the relief of 
dyspepsia; the author’s own experience 
with this agent has not been very satisfac- 
tory. A very able physiologist tells us that 
fresh air contains as much oxygen as can 
be absorbed into the blood. However, 
oxygen is highly spoken of by good ob- 
servers, and has been reported as especially 
effective if passed through absolute alcohol 
in a wash bottle. Given in this way to 
animals showing heart failure from an 
overdose of chloroform it is reported to 
have had very marked effect. 





MALARIAL INFECTIONS AND THEIR 
TREATMENT. 

In the Monthly Cyclopedia and Medical 
Bulletin for June, 1910, SHooK reaches 
the following conclusions as to this subject 
because the experience of physicians on the 
Isthmus emphasizes these points: 

1. In tropical malaria quinine should be 
given either in soiution or capsules, as there 
is danger of the non-absorption of tablets. 

2. If properly hypodermics of 
quinine rarely cause abscesses. 

3. Quinine wili not stay the fatal ter- 
mination of some types of malarial infec- 


given, 


tion. 

4. For treating cases of malarial fever in 
adults in the tropics which do not show 
pernicious symptoms an initial dosage of 
20 grains of quinine, preferably in solu- 
tion, followed by 10 grains three times a 
day, has stood a satisfactory test in thou- 
sands of cases. 

5. In the treatment of malarial fever in 
pregnant women in the tropics the safest 
rule is to disregard the pregnancy and 
treat the malarial fever in the usual manner. 
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6. After surgical operations in malarial 
districts in the tropics pernicious malarial 
fever may develop unless a prophylactic 
course of quinine is given prior to the 
operation. 

?. In an examination of five fetuses from 
cases of pernicious malaria neither malarial 
parasites nor pigment were found. 





THE TREATMENT OF INFANTILE 
SCURVY. 

OsTHEIMER, in the New York Medical 
Journal of June 25, 1910, says that although 
the exact cause of infantile scurvy is gen- 
erally admitted to bear a very close relation 
to the food of the infant affected, it is 
nevertheless still shrouded in doubt; the 
treatment, on the other hand, is not only 
extremely simple, but may even be termed 
specific, for the administration of the fruit 
juices, generally orange juice, is as prompt 
in its effect as that of quinine in malaria 
Or mercury in syphilis. 

As has been shown by the American 
Pediatric Society’s Collective Investigation 
of Infantile Scurvy (Archives of Pediatrics, 
xv, p. 495, 1898) and by many case reports, 
physicians admit that drugs are absolutely 
without value in treating infantile scurvy; 
if employed at all, they are only indicated 
in treating such complications as may arise 
and such sequels as may follow cases that 
have long remained without, any treatment. 

In many infants in’ whom = scurvy 
developed no other treatment than orange 
juice was employed, and recovery rapidly 
resulted. Yet most physicians agree that, 
as infants in whom infantile scurvy 
develops have generally been taking some 
proprietary food, condensed milk, or steril- 
ized milk, this food should at once be 
stopped, substituting for it either uncooked 
milk or milk which is boiled just before 
giving it to the child. Rotch (Pediatrics, 
1901, p. 344), Freeman, and many others 
report success with the continued use of 
sterilized and condensed milks and pro- 
prietary foods, but in all of these cases 
orange juice was employed besides. 
Orange juice is the best of the fruit 





juices, and can be given in doses of one 
tablespoonful or more every two hours. 
Rotch (Pediatrics, 1901, p. 347) recom- 
mends the juice of one orange in twenty- 
four hours; this may be diluted one-third 
with water. Grape juice comes next in 
value, while lemon juice is considered 
objectionable because of its great acidity. 
Lemon juice has been given, however, with 
the addition of sugar, although this is not 
as good as the unsweetened fruit juices in 
most cases. Duefias (Archives of Pediat- 
rics, xxiii, p. 180, 1906) has found, in those 
rare cases in wliich infantile scurvy has 
developed in breast-fed infants, that having 
the mother eat several oranges a day dis- 
tinctly benefits the child. Most of us will 
prefer giving the orange juice to the baby 
direct. 

Rest is essential, with as little handling 
of the child as is possible, on account of 
the pain and tenderness present. Fresh air 
and plenty of water to drink will naturally 
be of aid to the infant with scurvy. Beef 
juice was given in many cases when the 
attention of the profession was first turned 
to infantile scurvy. That it has any 
especial value in these cases seems doubt- 
ful; Comby (Archives de Médecine des 
Enfants, ix, p. 676, 1906) considers it use- 
less and has never employed it. Still 
(Lancet, Aug. 13, 1904), Comby and others 
give mashed potatoes or potato soup, be- 
sides the orange juice, while Baginsky 
(Berliner klinische Wochenschrift, 1897, p. 
325) and other German observers report 
good results from fresh brewer’s yeast, 
although they, too, gave fruit juices and 
often changed the infant’s food. Sir A. E. 
Wright (Lancet, 1908, ii, p. 725), of 
opsonic fame, on purely theoretical grounds, 
has recently advised the administration of 
sodium lactate in infantile scurvy. Experi- 
mentally, it would seem to be successful. 
Iron, arsenic, and cod-liver oil may be given 
late in the disease to infants in whom there 
is marked secondary anemia or exhaustion. 
Local applications (dilute acetic acid, boric 
acid, lead water, etc.) are of very question- 
able value, as they bring about more 
handling of the affected limbs. These 























applications have been used more by foreign 
than by American physicians. 

As a prophylactic measure it would 
always be wise to give orange juice to all 
infants who come under our care after 
having been upon any of the proprietary 
foods, condensed milks, or sterilized milk 
for any length of time. It seems needless 
to add that such infants ought also to be 
placed upon an uncooked milk mixture at 
once. In a mild case without marked 
symptoms, in which there may be an ele- 
ment of doubt, the very rapid recovery 
following the administration of orange 
juice will frequently confirm the diagnosis. 
The prognosis is always good when the 
diagnosis is made early; yet many undiag- 
nosticated and untreated cases have been 
reported with fatal termination. A recur- 
rence of symptoms is not uncommon when 
the fruit juice is omitted too early. 

It follows, then, that just as soon as 
infantile scurvy may even be suspected, 
orange juice should be given; it is also 
advisable to change the baby’s food if there 
seems any possible danger of the food hav- 
ing produced the disease. This treatment 
is specific, and recovery will always result 
with remarkable rapidity, usually in from 
one to three days. 

To sum up, then, in one line, the treat- 
ment of infantile scurvy is orange juice. 





IMMUNITY IN TUBERCULOSIS CON- 
SIDERED FROM BOTH THE EX- 
PERIMENTAL AND CLINICAL 
STANDPOINT. 

In the Medical Record of June 18, 1910, 
POTTENGER gives us the following conclu- 
s10ns: 

1, That a sufficiently long treatment with 
tuberculin (five or six months on the aver- 
age) will immunize or cure a very large 
percentage of incipient cases of tuberculosis, 
nearly all prior to the open stage. 

2. That when properly given in the more 
advanced cases tuberculin fortifies the 
patient by an increased immunity so that he 
is better able to prevent reinoculation from 
the bacilli which escape from the focus of 
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his disease, as is proved by the fact that a 
larger percentage of patients so treated 
attain an apparent cure, and by the further 
fact that they are not subject to so many 
or such severe tuberculous complications as 
are found when they are not so treated. 

3. That tuberculin modifies the course of 
the disease by increasing the patient’s im- 
munity, as is evidenced by the fact that the 
disease usually assumes a more chronic 
course during its administration, cases run- 
ning a rapid course being often converted 
into the chronic type. 

4, That further evidence of the specific 
immunizing action of tuberculin is shown 
in the fact that such complications as 
tuberculous laryngitis, genito-urinary tuber- 
culosis, fistula in ano, articular, osseous and 
glandular lesions—in fact, tuberculous 
lesions of any kind—wherever found may 
be healed by its employment. 

5. That tuberculin establishes a degree of 
immunity much greater than that attained 
by ordinary hygienic measures, as is further 
shown by the fact that patients so treated 
have less tendency to relapse than whete it 
is not used. 

While the intelligent use of tuberculin 
offers the patient suffering from tuberculo- 
sis the greatest opportunity for establishing 
immunity and improving or curing his in- 
fection, yet its proper administration is so 
difficult that comparatively few patients 
who are being treated with it are receiving 
the full advantage which can be gained 
from its use. The author’s long experience 
teaches him, he asserts, that it is probably 
the most difficult remedy that we have to 
employ. While many schemes have been 
published showing the size and increase as 
well as intervals between doses, yet the 
proper administration knows no regular 
dose and no set interval. It cannot be 
given to the greatest advantage except by 
studying the capacity and reactive powers 
of each patient. In one patient it is possi- 
ble to attain a dosage in one month that 
cannot be reached in another in two or 
three months. Tuberculin treatment is 
much more than the injection of tuberculin, 
the same as operations are much more than 
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cutting through tissues. It implies most 
careful individualization and the application 
of all other rational measures which will 
fortify the patient and increase his power 
to produce specific immunizing bodies. 

These statements are not made for the 
purpose of hindering the intelligent use of 
tuberculin, but, if possible, to use whatever 
influence the author possesses against the 
reckless, ignorant way in which it is often 
employed to-day. Believing as firmly in 
the power of tuberculin to produce a 
specific immunity in tuberculosis as the 
surgeon believes in the power of the knife 
to remedy operable conditions, he expresses 
the hope that the time will soon come when 
those suffering from tuberculosis may be 
given the benefit which its intelligent use 
offers, at a time when the lesion is still 
small and an apparent cure may safely be 
expected. 





ALUM BATHS IN TYPHOID FEVER. 


Boccs in the Journal of the American 
Medical Association of June 25, 1910, re- 
minds us that the various forms of skin 
infection have been commonly associated 
with typhoid fever from the first recogni- 
tion of the disease. In the older studies a 
very large proportion of all patients had 
boils, bed-sores, or abscesses during the 
later weeks or in convalescence. With the 
advance in nursing methods and general 
hygiene in the past quarter-century the 
incidence of these complications has been 
greatly reduced, but there is still.a rather 
constant percentage of skin infection in the 
very best hospitals where especial attention 
is given to the care of the skin. That is, in 
spite of alcohol rubs, frequent turning, and 
changing bed-linen, with liberal use of 
dusting powders, we still have more furun- 
culosis and decubital sores than we should. 

This constant appearance of skin com- 
plications has been attributed in part to the 
wide prevalence of the Brand treatment of 
bathing the patient in tubs. It is true that 
such bathing at frequent intervals (every 
three or four hours during the fastigium of 
the disease) does tend to soften the skin 
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and render it less resistant. Again, the 
patients frequently void infected urine or 
feces in the tub during the bath, thus 
increasing the bacterial flora of the skin. 
Furthermore, the constant rubbing of the 
skin during the bath, which is essential to 
the best therapeutic results, leads to a cer- 
tain amount of irritation, particularly about 
the hair follicles, and marked in proportion 
to the hairiness of the skin. 

In his large typhoid experience in hos- 
pital practice, the author seeks in every 
way possible to minimize the skin infection 
by the most scrupulous care, the skin of 
each patient being examined daily. In 
addition to the general measures for keep- 
ing the skin dry and smooth, the long rub- 
ber gloves worn by the nurse are covered 
with a mitt of toweling in order to prevent 
the pulling of the body hairs by the wet 
rubber. Nevertheless he has had, during 
the last ten years, a fairly constant per- 
centage of skin infections, counting all 
furuncles, abscesses, folliculitis, dermatitis, 
and bed-sores. 

It occurred to the author that something 
might be accomplished by the use of anti- 
septics in the bath water, or some further 
means might be taken to increase the re- 
sistance of the skin. For this purpose a 
non-irritating and non-poisonous material 
must be chosen, and one not too expensive. 
After some investigation, commercial alum 
(potassium - aluminum - sulphate) was se- 
lected. This substance is readily soluble, 
has fairly strong antiseptic properties (see 
Sternberg’s tables), and, as is well known, 
tends to precipitate organic matter in water. 
In addition to these, it exerts some tanning 
or hardening influence on the skin—and, 
lastly, it is cheap. 

For two years he has used it as a routine 
in the wards, and as the results seem 
encouraging it is brought to the attention 
of the profession in the hope it may prove 
generally useful. 

The procedure is very simple and is car- 
ried out as follows: One pound (500 gm.) 
of powdered alum is quickly dissolved in a 
little hot water and added to the tub during 
the filling. With the average tub of 450 to 
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500 liters, this makes approximately a 1-to- 
1000 solution. The alum is sent to the 
ward from the pharmacy in pound pack- 
ages, so that the time for preparing the 
bath is not appreciably lengthened. The 
cost is about 4 cents per bath. 

The patient is bathed in the alum solu- 
tion just as in ordinary water and experi- 
ences no inconvenience from the presence 
of the drug. The only noteworthy changes 
in the skin are a slight increase in desqua- 
mation during convalescence and a decided 
diminution in the incidence of skin com- 
plications of all sorts (amounting to 50 per 
cent) as shown by the tables appended. In 
these cases the care of the skin is the same 
in all except for the alum baths. It is not 
suggested that the alum baths can replace 
the rigid care of the skin in the ordinary 
way, but that the frequency of skin com- 
plications may be still further reduced. 





GONORRHEAL RHEUMATISM 
TREATED WITH VACCINES. 

In the Virginia Medical Monthly of June 
24, 1910, YOUNG states that since Septem- 
ber, 1908, a period of about eighteen 
months, he has treated 28 cases of gonor- 
rheal rheumatism with gonococcus vaccines. 
The cases occurred in the genito-urinary 
dispensaries at the Providence and Emer- 
gency Hospitals and in his private practice. 
As most of the cases were in dispensary 
patients, only 5 of the 28 cases being con- 
fined to bed, it was impossible to follow 
them as closely as one would desire. 

Of the 28 cases, 26 were males and 2 
females. Nineteen were white, 9 colored. 
The ages ranged from nineteen to forty- 
seven years. 

The duration of the gonorrhea prior to 
the onset of the rheumatism was from nine 
days to two years. The duration of the 
rheumatism before vaccine treatment was 
begun was from four days to six months. 

Many of the cases were mild, but some 
of them were very severe. 

In 13 of the cases only one joint was 
involved. The wrist alone was affected in 
three cases; the ankle alone in five; the 
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knee alone in one; the sacrolumbar articu- 
lation in one, and the sacrococcygeal articu- 
lation in one case. 

The joints most frequently affected were 
the ankle and wrist. The ankle was in- 
volved in 10 cases, the knee in 8, and the 
wrist in 7. 

In one case none of the joints was 
affected. The trouble all seemed to be in 
the biceps muscle and its sheath. 

The number of injections ranged from 
one to fifteen. 

The dosage varied from 5,000,000 to 
50,000,000. Most of the cases received an 
initial dose of 5,000,000 to 10,000,000, the 
dose afterward being gradually increased. 
In a few of the cases the initial dose was 
as much as 25,000,000, and in one case the 
initial dose was 50,000,000. 

The frequency of the injections varied 
from every other day to once in two weeks. 

There was no temperature reaction in 
any of the cases in which it was possible to 
keep a record of the temperature. Small 
doses were given in most of the cases with 
a view to avoiding any severe reaction. 
Some of the patients complained of feeling 
worse during the first twelve hours after 
the injection; they complained that the 
affected joints were more painful than 
before. In many of the cases in which 
there was no general reaction, a local reac- 
tion was cbtained, consisting of redness and 
pain at the site of the injection. 

The injections were made subcutaneously 
in all cases—sometimes near the affected 
joint, sometimes in the arm, sometimes in 
the groin. Recently most of the injections 
have been made in the groin. 

The injections have generally been given 
with a tuberculin syringe, which is an all- 
glass syringe, graduated in hundredths of a 
cubic centimeter. With this syringe it is 
very easy to administer any size dose that 
may be desired. Ordinary aseptic precau- 
tions have been observed in making the 
injections, and so far no abscesses have 
developed at the site of injection. 

Practically no other treatment was used 
in any of these cases. Only five of the 
cases were kept in bed. The other 23 were 
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up and about all the time. There were no 
local applications of splints used in any of 
the cases. The idea was to give the vac- 
cine treatment as thorough a test as 
possible, and not obscure the results with 
any other form of treatment. 

In 15 of the cases there was no treatment 
whatever of the urethral condition.. Only 
three of the 28 cases received prostatic 
massage. Four were given urethral irri- 
gation. The other cases were given urinary 
antiseptics internally, and a hand injection 
of either argyrol or protargol. 

The results were as follows: Cases 
cured, 20; improved, 5. Cases in which 
there was no improvement, 3. 

All three of the cases showing no im- 
provement might very properly be omitted 
from this series. One of them received 
only one injection of vaccine. He reported 
back two days later, and was then lost sight 
of. Another one of these cases received 
three injections during a period of ten days 
and then left the city. The third case 
showing no improvement was a case of so- 
called chronic gonorrheal rheumatism, in 
which the symptoms were probably due to 
fibrous change following a former gonor- 
rheal rheumatism. 

Of the cases that were improved but not 
cured, two received only one injection each, 
and two received but two injections each 
and then disappeared. The fifth case of 
this class received ten injections during a 
period of three months. The patient would 
not consent to come into the ward and stay 
in bed, and he was very irregular in his 
attendance at the clinic. Of course, it is 
impossible to say that these cases would 
have been cured if they had continued 
treatment long enough, but it is certainly 
true that the vaccines were not given a fair 
trial in any of the cases that were not 
cured. 

Stock vaccines were used in all the cases 
in this series. 

The opsonic index was not taken in any 
case, the clinical symptoms following the 
injection being used as the guide to dosage 
and frequency of administration. If there 
was no reaction, or only a slight reaction 
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after the first dose, a larger dose was given 
next time. A marked reaction followed by 
no improvement was taken as an indication 
that the initial dose had been too large, and 
the next dose was smaller. 

Practically all authorities agree that the 
original gonorrheal forms, usually in the 
prostate or vesicles, should be vigorously 
attacked at the same time that the vaccine 
treatment is being used. This may do no 
harm in cases in which the gonorrhea is of 
long standing, but in several of the severe 
cases in this series in which active treat- 
ment of the gonorrhea was attempted, such 
as irrigation of the urethra or massage of 
the prostate, or both, it seemed to make the 
patients decidedly worse. It certainly 
seems more rational to increase the pro- 
tective forces of the patient by injecting 
dead bacteria in known quantities and at 
regular intervals than to run the risk of 


spreading the infection still more by 
manipulations of the original focus of 
infection. 


Important aids to the vaccine treatment 
are rest in bed, protection of the joint, and 
the Bier hyperemia. 





HYPODERMIC AND INTRAMUSCULAR 
INOCULATIONS OF BACTERIAL VAC- 
CINES AS DEMONSTRATED BY EX- 
PERIMENTS WITH TYPHOID 
VACCINE, 

SEMPLE in the Lancet of June 25, 1910, 
writes on this topic and reaches these con- 
clusions: (1) The immunizing response 
following the inoculation of typhoid vac- 
cine in rabbits as measured by the presence 
of agglutinins and opsonins in the blood is 
the same whether the vaccine is given sub- 
cutaneously or intramuscularly. (2) In 
both methods of inoculation the agglutina- 
tion and cpsonic changes when plotted on a 
chart take somewhat similar courses, and in 
both an increase of agglutinins practically 
also means an increase of opsonins. (3) 
The intramuscular method of inoculating 
bacterial vaccine possesses no advantages 
whatever over the subcutaneous method, 
and as the latter gives rise to less pain and 
inconvenience it is to be preferred. 





























THE TREATMENT OF SNAKE-BITE 
CASES WITH POTASSIUM 
PERMANGANATE. 

In the Indian Medical Gazette for June, 
1910, BANNERMAN tells us that at the 
Bombay Medical Congress last year several 
papers were read on snake-bite and the 
treatment of snake-poisoning. In one of 
these papers, printed on pages 250-251 of 
the Transactions recently published, there 
is discussed the advisability of using 
potassium permanganate as an antidote. 
After stating the well-known fact that this 
chemical will neutralize snake venom if 
mixed with it, and calling attention to the 
difficulty that Fayrer had found in bringing 
the two substances into close contact in the 
tissues of the victim, the article proceeds as 
follows: 

“Now it appears to me there is no diffi- 
culty in bringing the two substances into 
intimate relationship in the system if the 
permanganate is injected into the blood 
stream instead of into the tissues. As far 
as I am aware this has never been done, 
and I think that exhaustive experiments 
should be made on the lower animals with 
a view to determining the efficacy of this 
agent administered in this fashion, and fix- 
ing a dose.” Later in the same paper the 
author recommends “the intravenous injec- 
tion of 350 Cc. of a 5-per-cent solution of 
permanganate of potash” in cases of snake- 
poisoning in human beings. 

It is against this procedure that the 
author wishes to warn the medical profes- 
sion, and the urgency of the matter must be 
the excuse for the publication of uncom- 
pleted experiments. 

In the course of carrying out certain 
experiments ordered by the government of 
India, to test the value or otherwise of 
potassium permanganate as an antidote for 
snake venom, it was necessary to use the 
intravenous method of administration. As 
a preliminary a few control experiments 
were carried out to see if this salt was 
harmless, when injected into the blood 
stream. As 350 Cc. of a 5-per-cent solu- 
tion was recommended for the treatment of 
a human case, it was thought that about 50 
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Ce. of a similar solution might safely be 
injected in the case of a dog of about 
twenty pounds in weight. Accordingly a 
warmed solution of this strength was slowly 
injected into a vein of the hind leg of a 
dog weighing 15 pounds. When 10 Cc. 
had been introduced, however, the dog was 
gasping for breath and was dead in seventy- 
five seconds. Post-mortem examination 
revealed the cause of death to be intra- 
vascular clotting. Further experiments 
confirmed this trial, 5 Cc. being sufficient 
to cause death in sixty-three seconds. 
Experiments with a solution of potassium 
permanganate of a strength of 0.5 per cent 
did not cause such sudden death, but the 
result was just as certain. For instance, a 
dog of fifteen pounds weight received 40 
Ce. of a 0.5-per-cent solution of potassium 
permanganate intravenously in the course 
of four minutes. Next day the leg was 
swollen edematous, but 
became normal in size. The dog died, 
however, seven days after injection in a 
very wasted condition. The post-mortem 
examination revealed intense yellow dis- 
coloration of the whole of the tissues. The 
liver was lemon-yellow colored and very 
friable, and reminded one of the appear- 
ances seen in acute phosphorus poisoning. 
The right lung was highly congested and 
hepatized-looking, though portions floated 
Both kidneys were highly con- 


and gradually 


in water. 
gested. 
Another dog to which 50 Cc. 
administered intravenously was in fifteen 
minutes attacked by violent colic, passing 
blood-stained mucus. The urine passed 
next day was dark-brown and contained 
traces of manganese. The leg was very 
swollen. The dog died on the 
The post-mortem examination 
Heart contained 


was 


much 
second day. 
showed congested lungs. 
clots. Liver pale and mottled like a fatty 
liver and bile-stained. Kidneys enlarged 
and purple colored, and much congested: 
The spleen was crepitant like a lung, and 
several bubbles of air were noticed under 
the capsule. On section, air was easily 
expressed from the cut surface. As the 
carcass was perfectly fresh, this could not 
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have been due to decomposition, but was 
probably caused by the liberation of oxygen 
from the potassium permanganate. The 
bladder was collapsed and contained several 
inky-black masses from the size of a pin- 
head to that of a small pea. The vein of 
the injected leg was thrombosed in its 
entire length, and about an inch of clot pro- 
jected up into the vena cava. 

After the above experience he would be 
a bold person who tried such methods on 
man even in the attempt to save him from 
death from snake-bite. 

The treatment of snake-bite by the local 
injection of a 5-per-cent solution of potas- 
sium permanganate is likewise not a very 
promising method, at least so far as Ban- 
nerman’s experiments have yet gone, for 
10 Cc. produces local gangrene and exten- 
sive sloughing of the parts when injected 
under the skin of a dog’s foot. 





THE TREATMENT OF GOUT. 


FosTER writing in the Yale Medical Jour- 
nal for May, 1910, asserts that the means 
at our command in the treatment of chronic 
gout are not many, and of these the most 
important are climate and food. When it 
is possible to do so we may be able to 
insure a patient against further eruptions 
of his disease by sending him to a warm 
climate, but this is preventive only as long 
as he adheres to a moderate diet. With 
the vast majority what we accomplish must 
be done by means of diet alone. 

If one studies the dietaries that have 
been advised for gout from the time of 
Sydenham to the present, two features 
stand out prominently. These endeavors 
have in common a restriction in the amount 
of food taken and are arranged to lessen the 
gastrointestinal disorders; as, for instance, 
in limiting or forbidding starch-containing 
root vegetables which are highly nutritive 
and even with many normal persons cause 
flatulence. 

Consider, for example, the following 
dietary cited by Duckworth, by adherence 
to which a man kept himself free from 
gouty attacks: 
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8.15 A.M. 10 ounces of hot water. 

8.50 A.M. 16 ounces of coffee with hot 
milk, 

9 A.M. 6 ounces of bread with 6 drachms 
of butter. 

1p.M. Meat, about half a portion, with 
very little fat; potatoes, with or without 
green vegetables; 11 ounces of cold water. 

5 P.M. 11 ounces of hot water. 

6 P.M. 16 ounces of tea with a pinch of 
soda; 6 ounces of cold milk in tea; 6 ounces 
of cold milk with bread and 6 drachms of 
butter; toast and butter; 2 lumps of loaf 
sugar; a large piece of cheese with salt. 

9P.M. 11 ounces of hot water. 

The total full value of this diet, as near 
as the writer estimates it, is about 1500 
calories—not a iiberal diet, even if the 
person were a small man of 120 pounds, in 
which case it is well under the amounts of 
food commonly allowed. 

Relative to detailed considerations in the 
matter of food, they are best dealt with 
according to their chemical structure, as 
carbohydrates, fats, and proteins. 

There is nothing in the nature of the 
carbohydrate molecule which renders it 
particularly harmful to gouty organisms. 
It is only that these substances when taken 
in considerable amounts are prone to be a 
source of digestive derangements. On this 
account sweets are commonly interdicted 
here as they are in gastrointestinal disor- 
ders; and, too, as the author has mentioned, 
the starches and sugars have such high 
caloric values that indulgence to any extent 
means an unnecessary food surplus. Car- 
bohydrates must be used, of course, to 
furnish the bulk of the energy requisite to 
the body, but they should be employed as 
starches, not sugars; and in what form 
these starches are given, potatoes, bread, 
etc., let the peculiarities of the patient 
determine. With fats the case is somewhat 
different because liquid bodies have the 
power of restraining the gastric secretion. 
Fats are seldom taken in excess, however, 
so that the question is more what forms of 
this food are taken than the amount. The 
lower melting-point fats which are fluid at 
body temperature are best—i.c., butter and 
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olive oil. Many persons are fond of the 
burned fat of roasted or broiled meats, but 
fat so prepared is unfit for food for any 
except those with irreproachable digestive 
powers, on account of the irritating sub- 
stance acrolin which develops when the fat 
is burned, 

Even before the modern conception of a 
purin-free diet for gouty individuals there 
was a feeling among physicians that meat 
should be limited in the dietary of the 
gouty. Then later the restriction was ap- 
plied to red meats, but not to white—an 
idea now overthrown in its relation to 
nephritis as well as gout since the extractive 
content of white and red meats is practically 
identical. Now we recognize that the 
substances in meat which are difficult for 
the gouty individual to eliminate are the 
purins, and nucleoproteids as precursors of 
purins. 

The quantity of meat that may be taken 
depends on the promptness and complete- 
ness with which the resultant uric acid is 
excreted. This is a matter that can be 
determined only by analyses of urine for 
uric acid in the same manner that it is 
common to estimate the tolerance of a 
diabetic for any given carbohydrate. Hav- 
ing the patient for four or five days on a 
purin-free diet, the uric acid excretion is 
estimated for each day; then 200 to 300 
grammes of beef are given, best as rare- 
done Hamburger steak. For each 100 
grammes of meat about 0.09 gramme of 
uric acid may be expected to result in the 
urine if the uric acid is eliminated. If 
there be only slight increase in the uric acid 
excretion, then there is a low tolerance for 
purins. 

But a complete loss of tolerance for 
purins is found, the author asserts, in his 
experience only in the old very chronic 
cases. With those individuals who exhibit 
a partial or retarded excretion of the 
theoretical amount of exogenous uric acid, 
the diet must be so arranged that the purins 
do not exceed the metabolic powers of the 
patient. Here again the analogy with 
diabetics is clear. With a table like the 
following from Walker-Hall to estimate the 
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purin content of a day’s rations requires but 
a minute. 


100 Purins, 

Grammes. Grammes. 
ree ee ee 05 
EP a Sere | 
EMD a6 ido sick tocds nee Peeees 10 
bis ac + Sie ais wp ores unten 13-.20 
BNI orcas Sanciaiais mien haces .09 
MOM, Bipinde bdwan es eoteawonemne B | 
Oe wadtets onsets ocaeeeeaees 12 
RNS oo cowie o ceri atancies 2 
WR inc vais one oase a aacneton .008 
Se ER ee ere 035 
IE oo'ow ce wank oe eee wet ewer .0039 
NN ee cthesocncsr eee wees .063 
POE 66 sie RRG sel sieats 021 


Purin-free foods: Wheat flour, rice, milk, 
eggs, cheese, cabbage, lettuce. 

The manner of cooking purin-containing 
foods has some influence on their purin con- 
tent, for in broiled or roasted meats the 
juices are all retained in the meat, while by 
boiling or stewing some of these extractive 
substances come out in the broth. For this 
reason boiled meats are preferable to 
roasted, and meat soups are never advised. 

It is well even when the purin tolerance 
is relatively high to insist that four or five 
days in each month be “purin-free days.” 
This is not only a precautionary measure, 
but it aids the organism in eliminating re- 
tained uric acid, and theoretically it would 
tend to increase the ability of the organism 
to metabolize purins. 

Treatment of gout by means of drugs 
must take a minor place. No drug is 
known to have any influence on uric acid 
metabolism, much less the power of dis- 
solving the deposits of sodium urate in the 
joints. The claims made for some drugs, 
such for example as piperazine and quinic 
acid, rest on test-tube experiments that are 
not borne out when applied to living 
tissues. The use of alkalies, first advocated 
by Boerhaave, has not now the repute it 
formerly held. Von Noorden asserts that 
alkalies cause a retention of uric acid and 
precipitate attacks. The salts of lithium 
are entirely useless. The only drugs the 
author considers to possess any value are 
the salicylates, which are occasionally given 
to relieve pain, and the iodides. It cannot 
be too emphatically stated, however, that 
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no effect can be expected from drugs when 
they are used without regard to the im- 
portant consideration—diet. 

In conclusion a word concerning the 
various resorts where “cures” are given 
and the types of cases most benefited at 
these baths. Germany offers a number of 
such “cure” resorts; of these Ems and 
Assmannhausen are the best suited to the 
more acute cases, while Homburg and 
Kissingen are excellent for those persons 
who are much debilitated. Carlsbad and 
Marienbad in Germany, Vichy and Aix-les- 
Bains in France, are better adapted to those 
who are strong and robust than those whose 
constitutions have become undermined by 
long-standing disease. In America there 
are well-known springs, the Hot Springs of 
Arkansas, White Sulphur of West Virginia, 
and Hot Springs, Virginia. At any of 
these a sojourn for a period each year is of 
unquestioned benefit, improving the general 
health and lengthening the intervals be- 
tween acute attacks. 





PLACENTA PREVIA. 


Davis in the Medical Record of June 18, 
1910, tells us that in the presence of this 
complication the treatment must be largely 
influenced by the resources of the practi- 
tioner and the circumstances of the case. 
It is of primary importance to ascertain 


and recognize clearly the condition of 
mother and child. If there has been but 
one considerable hemorrhage, and_ the 


mother is in good condition, and the child 
viable and vigorous, the question must be 
raised whether or not an effort shall be 
made to save the lives of both mother and 
child. If the mother is exhausted by 
bleeding, and the child dead or dying, ob- 
viously only the interests of the mother 
must be considered. 

With mother and child in good condition, 
if the patient is to receive treatment which 
does not require the major operation, the 
following method has proved of value. In 
many cases of central placenta previa the 
cervix is partly dilated or dilatable if the 
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child has reached viability when the prac- 
titioner sees the case. 

The plan of treatment consists in piercing 
the placenta, evacuating as much of the 
amniotic liquid as possible, and introducing 
through the placenta and within the fetal 
envelope an elastic bag. This bag is dis- 
tended with sterile salt solution, and mod- 
erate traction made upon the bag through 
its tube. The urinary bladder is frequently 
emptied by catheter, and if the uterus is 
relaxed a tonic dose of strychnine may be 
given hypodermically. The pressure of 
the bag against the placenta controls or 
lessens hemorrhage and excites dilatation. 
If the bag has been but partly distended, 
additional fluid may be introduced by a 
piston syringe until the bag is completely 
distended. So long as hemorrhage is con- 
trolled, the practitioner should wait for 
thorough dilatation before removing the 
bag. Should the bag be spontaneously ex- 
pelled, so long as dilatation is secured no 
harm has been done. 

So soon as dilatation has been accom- 
plished the practitioner must proceed to 
empty the uterus. In exceptional cases 
spontaneous labor develops strong 
uterine contractions expel the child. Usu- 
ally the bag must be removed, dilating the 
vagina during its removal, and the child 
extracted as promptly as possible by the 
use of forceps. This will require anes- 
thesia, preferably by ether, given by a com- 
petent person. Care must be taken in these 
forceps deliveries that the head is not 
drawn quickly through the cervix, as seri- 
ous lacerations of the cervix may result. 
As soon as the child is delivered, the placenta 
must be removed, the uterus thoroughly 
irrigated with hot salt solution and thor- 
oughly packed with 10-per-cent iodoform 
gauze. If cervical lacerations sufficiently 
deep to cause bleeding have occurred, they 
must be immediately closed by catgut 
sutures. If the patient’s condition per- 
mits, lacerations in the anterior and pos- 
terior segments of the pelvic floor and 
perineum should also be closed. 

The vagina should be firmly packed with 
bichloride gauze, and a firm pad placed 


and 
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over the vulva with a tight binder upon the 
abdomen. Such stimulation as the patient 
needs, including, if necessary, intravenous 
transfusion with salt solution, should then 
be given. 

In central placenta previa, if the life of 
the child is not to be considered, and the 
major operation cannot be undertaken, the 
child’s body should be used as a tampon or 
plug to control bleeding and accomplish 
dilatation. Under anesthesia the cervix 
must be dilated sufficiently to permit the 
introduction of several fingers, the placenta 
perforated, version performed, and one or 
both legs of the child brought down, and 
by traction upon them the breech pulled 
down upon the pelvic floor, thus exerting 
firm pressure against the placenta. The 
extraction of the child should not be done, 
and this point is one of great importance. 

Experience shows that the rapid extrac- 
tion of the child after version in central 
placenta previa produces such lacerations of 
the cervix as to cause fresh hemorrhage 
from torn vessels, and adds greatly to the 
mother’s danger. Nothing more should be 
done than to perform version. Hemor- 
rhage will cease or become very slight, and 
no effort should be made to remove the 
child. The mother should then be given 
tonic doses of strychnine, and if the hemor- 
rhage has been severe, saline solution should 
be introduced into a vein, into the bowel, or 
into the connective tissue. Practitioners 
should wait for spontaneous expulsion of 
the fetus, taking the opportunity to stimu- 
late the mother during this time. When 
the child has been expelled the placenta 
must be removed, and the case treated as 
has already been described in the preceding 
paragraph. ~ 

The classic treatment of central placenta 
previa has long consisted of the use of the 
tampon of iodoform gauze to secure dilata- 
tion, to permit manual dilatation, version, 
and extractidn. The dangers of this pro- 


cedure are ‘infection following repeated 
tamponing and serious lacerations of the 
cervix and surrounding tissues caused by 
the extraetion of the child through a partly 
This method of treatment 


dilated cervix. 
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will sometimes result in the birth of a living 
child, but frequently the child’s life is lost, 
and the mother’s as well. 

Ruptured tubal gestation is considered a 
condition calling for surgical treatment. 
On equal grounds central placenta previa 
merits the same consideration. Two methods 
of delivery by operation have been tried in 
the treatment of this condition. 

The first consists in rapid dilatation, or 
section of the cervix and lower uterine seg- 
ment, followed by the immediate delivery 
of the fetus. When Bossi’s dilator was 
introduced and extensively used in eclampsia 
it was further applied to the treatment of 
central placenta previa. The results were 
disastrous. The powerful blades of the 
instrument tore the extensively, 
sometimes rupturing the urethra and caus- 
ing lacerations which extended into the 
peritoneal tissues. 
centa previa is so dangerous that it has 
been practically abandoned. 

Vaginal Czsarian section by Diihrssen’s 
method has also been applied to the treat- 
ment of placenta previa. In this condition 
the tissues are so vascular that the field of 
operation is obscured by blood, and hemor- 
rhage. is so severe that the operation has 
not been successful for this condition. The 
extraction of the fetus sometimes produced 


cervix 


Its use in central pla- 


severe lacerations, which increased the 
hemorrhage. 
Abdominal Czxsarian section has been 


applied to the treatment of central placenta 
previa with a considerable degree of success. 
As in other cases, much depends upon the 
condition of the patient at the time of 
operation. Experience has shown that the 
removal of a central placenta previa from 
above, after the uterus has been opened, is 
the most efficient, safe, and speedy method 
of controlling hemorrhage. Furthermore, 
if the opened uterus be tamponed with 
iodoform gauze, the end of which is carried 
into the vagina, the secondary hemorrhage 
which follows vaginal delivery in central 
placenta previa is avoided. The child is 
subjected to no injurious pressure, the 
operation is quickly done, and with a 
minimum of injury to the mother. 
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Abdominal section for central placenta 
previa is best performed in well-appointed 
hospitals. In clean dwellings, where the 
obstetrician can transport the essential ap- 
paratus for asepsis, and with competent 
assistants, the operation may be success- 
fully undertaken. 

It is the consensus of opinion at present 
that cases of central placenta previa rarely 
come to the notice of the obstetrician in a 
condition suitable for section. They do not 
report to the attending physician before 
several hemorrhages have weakened mother 
and child. If the general practitioner 
undertakes to treat the case by the tampon 
the patient is often infected before the 
obstetrician sees her. 





ACUTE HEMORRHAGIC PANCREATITIS 

CURED BY EARLY OPERATION. 

IMFELD (Deutsche Zeitschrift fiir Chir- 
urgic, Bd. 104, Heften 1-2) reports in de- 
tail a case of acute hemorrhagic pancreatitis 
cured by early operation. He states that 
the most frequent cause is gall-stones ; quite 
often it results from catarrh of the stom- 
ach and intestines; other causes are infec- 
tious diseases, notably typhoid fever and 
mumps, and alcoholism. Acute hemor- 
rhagic pancreatitis is characterized by sud- 
den, excruciating pain of colicky or contin- 
uous nature, mostly in the epigastrium and 
radiating into the left, occasionally the right, 
side of the abdomen or into the left shoul- 
der-blade or between the shoulder-blades. 
There is pain on pressure, not in the epi- 
gastrium, but in the region of the gall- 
bladder. The Mayo-Robson pressure point, 
half-way between the ninth rib and the 
navel, is characteristic provided ulcer of 
the duodenum can be ruled out. Fre- 
quently there is nausea and copious vomit- 
ing of bile; hiccough sometimes occurs and 
is of evil import; there is constipation and 
retention of flatus. The abdomen is soft, 
but often there is deep resistance in the 
epigastrium and tenderness to pressure. 
The urine is usually free from sugar, but 
sometimes there is albumin. The presence 
of indican is not of importance in diag- 
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nosis; frequently there is bile in the urine. 
The general condition is bad; the patient is 
in collapse, the pulse is small and frequent, 
the temperature normal or elevated, there 
is great restlessness, and at times there is 
icterus and edema. In the author’s case, 
contrary to the general description, the 
pulse was slow, being from 48 to 70 a min- 
ute. It is probable that this condition of 
the pulse is noted only in early cases. There 
was also sugar in the urine after the third 
day. 

The only treatment of value is surgical, 
and laparotomy should be done on the first 
suspicion of acute pancreatitis. Of 39 
cases treated medically, 36 died. Surgical 
treatment consists in laying free the pan- 
creas by splitting the lesser omentum or 
the gastrocolic ligament, flushing the re- 
gion of the pancreas with sterile water, in- 
cision of the pancreas, tamponade, and 
drainage. Of 118 cases treated operatively, 
61 died. Of these 118 cases only 40 were 
treated by tamponade of the pancreas, and 
of these 40 only 8 died. Incision of the 
pancreas is a very important step in the 
technique. To favor the closure of the fis- 
tula the Wohlgemuth diet, consisting in the 
avoidance of carbohydrates and the admin- 
istration of sodium bicarbonate, is warmly 
recommended. 





TREATMENT OF TRIFACIAL NEURAL- 
GIA—ALCOHOL INJECTIONS. 

Leszynsky (Medical Record, April 30, 
1910) after a general résumé of the sub- 
ject reports ten cases, with excellent results. 
Sterilization of the skin and instruments is 
a sine qua non. The pain produced by the 
puncture of the needle is so much less than 
the excruciating pain that the patient is ac- 
customed to suffer that general or local an- 
esthesia is unnecessary. The region of the 
foramen ovale is reached much more read- 
ily than that of the foramen rotundum. In 
the latter the passage of the needle may be 
obstructed by a projecting coronoid pro- 
cess. It may also be difficult to accurately 
reach the desired point, owing to some un- 
usual configuration of the skull. X-ray 











pictures have not yet satisfactorily shown 
the relationship of the coronoid process and 
the zygoma; hence the needle must be 
guided by the sense of touch and a knowl- 
edge of the anatomy of the parts. From 
two to three cubic centimeters of 80- to 90- 
per-cent sterile alcohol is injected. There 
is no advantage to the patient from the 
addition of cocaine or chloroform to the 
solution, therefore he invariably uses the 
alcohol alone. When the solution has been 
accurately placed, analgesia soon develops 
in the peripheral distribution of the corre- 
sponding nerve. Even when this is not 
accomplished the pain may subside. How- 
ever, when such reaction occurs, one may 
confidently assume that relief is assured. 
It may be necessary to repeat the injections 
several times in the course of a few days or 
weeks, according to the reaction. 

No serious accidents or complications 
have been recorded. 
swelling of the face sometimes follows the 
injection, but disappears in a few days. 
Some rigidity of the muscles around the 


Slight ecchymosis or 


temporomaxillary articulation occasionally 
occurs after the injection into the region of 
the foramen ovale, but it usually subsides 
in the course of a week. Injection into the 
inferior dental foramen is, however, com- 
monly followed by muscular rigidity, par- 
ticularly of the masseter, which prevents 
the patient from opening the mouth, and 
may persist for a number of weeks or 
months. Recurrence of pain may take 
place from four weeks to fourteen months. 
The treatment is then repeated. The effects 
are usually more lasting after several in- 
jections, but as a rule patients are unwill- 
ing to have them repeated unless the pain 
returns. In some instances reported by 
others the injections have not proved suc- 
cessful in curing the patient, either because 
the needle did not reach the proper location 
on account of some anomalous conforma- 
tion of the skull, or the patient refused to 
submit to a repetition of the injection. 
Again, in some cases of long duration, a 
psychosis is developed in addition to the 
neurosis, the patient still having a fixed 
idea as to the continuance of the pain, al- 
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though the area injected is completely anal- 
getic. 

This form of treatment when success- 
fully applied is virtually surgical nerve re- 
section without the resulting scar. There 
is no good reason to-day, with the evidence 
before us, why a patient should be sub- 
jected to a cutting operation, when the alco- 
hol injection is equally, if not more, effica- 
cious in the majority of cases. Despite the 
brilliant results from this therapeutic meas- 
ure recorded by many competent observers, 
nerve resection and intracranial division of 
the sensory roots are still recommended and 
practiced under the same conditions as 
heretofore. 





EXTIRPATION OF THE SHOULDER- 
BLADE. 

KAWAMURA (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 103, Heften 3-6) reports 
from Ito’s clinic two cases of extirpation of 
the shoulder-blade, gives a comprehensive 
review of the literature of the subject, and 
concludes as follows: 

Of 494 collected cases of removal of the 
scapula, in 52 cases it was subtotal, in 127 
total, and in 315 it was removed together 
with the clavicle and the arm. The opera- 
tion has been carried out quite frequently 
in the last two decades, incomparably of- 
tener than previously. As to the two sides, 
there is but slight difference in the fre- 
quency of the operation; out of 165 cases it 
was done 83 times on the right side and 82 
times on the left side. Men were afflicted 
with disease requiring the operation three 
times as often as women. The operation 
was carried out 108 times between the 
twentieth and thirty-fifth years of age; 78 
times between thirty and forty; 73 between 
forty and fifty; 61 between fifty and sixty. 
Among the indications sarcoma played the 
chief role, then followed in lessening num- 
bers injuries, inflammations, and enchon- 
dromata. The mortality of the operation 
has been greatly lessened since 1875, and 
has been practically mil since 1901. The 
operation under present-day asepsis is not 
to be considered a dangerous one. 

As to the further course of cases oper- 
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ated upon for tumor, of 31 cases of extir- 
pation of the scapula 12 remained well up 
to the time of publication, and 8 had died 
from recurrence; of 70 cases of total extir- 
pation 14 were well, 3 were suffering from 
recurrence or metastasis, and 14 had died 
of metastasis; of 211 of total extirpation, 
together with removal of the collar-bone 
and arm, 66 remained well, 10 suffered 
from recurrence or metastasis, and 71 had 
died. Thus, out of 312 cases in which pri- 
mary healing occurred, 87 remained well, 
13 suffered recurrence or metastasis, and 
93 died. Regeneration of the scapula oc- 
curs after total extirpation only when the 
subperiosteal removal has been done. The 
function of the upper extremity is excel- 
lent when regeneration occurs. The in- 
flammatory affections are the ones which 
lend themselves to this form of resection. 





INTESTINAL OBSTRUCTION IN 
CHILDREN. 

ALapy (Archiv fiir klinische Chirurgie, 
Bd. 91, Heft 4) bases his discussion upon 
45 cases of intestinal obstruction in chil- 
dren observed or operated upon by him 
during the past twelve years. The age 
varied from early infancy to fourteen years. 
The diagnosis of ileus in children is espe- 
cially difficult on account of the inability to 
get a definite history and the failure of the 
child to properly localize the pain. On the 
other hand, it is rendered easier than in 
adults by the greater facility with which 
palpation of the abdomen may be carried 
out ; also by the fact that a large number of 
causes of ileus in adults do not exist in chil- 
dren. Taken altogether, diagnosis is much 
easier in-children than in adults, and it is 
usually possible to make a correct diag- 
nosis before operation is undertaken. 

For purposes of diagnosis ileus may be 
divided into two groups, inflammatory and 
non-inflammatory. Rigidity of the abdom- 
inal wall offers the means of differentiation 
between the two. Rigidity is never ab- 
sent in inflammatory cases. The localiza- 


tion of the rigidity also indicates the seat 
However, when ileus 


of the obstruction. 
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follows operation, rigidity of the muscle 
affords no help because it may belong to an 
extension of the inflammatory process for 
which operation was done and gives no 
evidence as to whether ileus is present or 
not. In none of the author’s cases of in- 
tussusception was rigidity present, an ob- 
servation which is of value in differentiat- 
ing this condition from appendicitis. In 
the author’s series of 45 cases there were 
only five which were not due to either ap- 
pendicitis or intussusception. Of these five 
cases one was traumatic, one paralytic after 
resection, one due to transperitoneal rup- 
ture of the kidney, one to Meckel’s diverti- 
culum, and one to tuberculous peritonitis. 
The cases of ileus due to appendicitis were 
produced in the following ways: Dynamic 
ileus during acute appendicitis, adhesions 
during the acute disease, strangulation dur- 
ing the acute form, early postoperative 
ileus, late postoperative ileus, peritonitis, 
abscess of Douglas’s pouch, reflex ileus. 
strangulation of the appendix in a hernial 
sac, and the result of a diffuse peritonitis. 

In the treatment of intestinal obstruction 
in childhood early operation is often essen- 
tial to life. It is self-evident that the ther- 
apy must be adapted to the pathologic pro- 
cess. However, under similar conditions 
enterostomy has a wider application than in 
the adult. This is not simply a palliative 
operation. With two exceptions it re- 
sulted in a radical cure in the author’s cases. 
The treatment of invagination in children 
should not be by resection, but by disinvag- 
ination; in case this latter method fails, re- 
section can be resorted to. Resection is 
only exceptionally required. The frequent 
statement that the effort at reduction fails 
on account of adhesions is based upon an 
error, The cause of failure is not to be 
sought in adhesions, but in faulty technique. 
For success in reduction it is essential to 
operate early and to keep the intestine from 
cooling off during the manipulations. The 
resistance of children is. not so great as that 
of adults. Postponement of operation is 
fateful. If a brief attempt at internal 
treatment fails, quick resort should be had 
to operation, 








CARCINOMA OF THE FACE AND SCALP. 


MarassovicH (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 104, H. 1-2) reports the 
cases Of carcinoma of the face and scalp 
treated in Hochenegg’s clinic during the 
years 1901-1908, to the number of 182. 
The was as follows: The 
nose 58 cases, the lower lip 47, the upper 
lip 5, the inner angle of the eye 20, the 
outer angle of the eye 9, the forehead 14, 
the ear 4, the cheek and upper part of the 
face 22, the scalp 3. In some cases on ad- 
the of cancer involved 
more than one part of the face; in these 
cases the classification refers to the place 
at which it first occurred. The age of the 
patients varied from twenty-four to eighty- 
three years, with all but 10 of the cases 
between forty and eighty years. The dur- 
ation of the disease before admission varied 


localization 


mission lesions 


from four weeks to twenty years. 

There were two types. In one there were 
slight symptoms, slow course, and little ten- 
dency to increase in size; in the other 
marked symptoms, deep ulceration, rapid 
spreading, and early metastasis. To the 
former class belonged the squamous-celled 
and to the latter the basal-celled cancers. 

The carcinomata localized at the angles 
of the eyes deserve especial mention because 
the clinical course of these tumors is par- 
ticularly malignant. Of all cancers about 
the face and scalp they give the most 
marked manifestations and are followed by 
the most unfavorable operative results. 
Most of these cases were of the squamous 
type. 

In the cancers of the lower lip the pa- 
tients almost invariably gave a history of 
being inveterate smokers, chiefly of the 
pipe. The lesion started as a warty thick- 
ening of the red portion of the lip, which 
often cracked or was scraped away, bled a 
little, scarred over, and then reappeared. 
After a longer or shorter time ulceration 
occurred and healing failed to take place. 
In some cases injuries played a rdle; in 15 
cases cancer followed slight injuries with 
the razor, and in 5 cases it followed burns. 
In 4 cases the cancer had its basis on the 
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lesions of lupus. In 26 cases cancer was 
present on different parts of the face at the 
same time. Whether this condition might 
be due to spread through the lymphatics or 
by inoculation has not been determined. 

Of the 182 cases 17 were discharged 
without cure, partly because of refusal of 
operation, partly because of some coexist- 
ing disease, and partly because of inopera- 
bility of the tumor. Of 4 other cases one 
was treated by the +-ray with a favorable 
result, while in 3 which were treated by 
high-frequency the results were not good. 
In 5 cases in which operation was started 
it could not be completed because it was 
found that the growth extended too far; in 
eight cases death followed the operation as 
a result of anemia, embolism, apoplexy, or 
pneumonia. Of the remaining 148 cases, 
41 have disappeared; 8 have recurrence; 33 
have died since operation—of these 8 with 
recurrence ; the remaining 66 have remained 
well. Out of 132 cases of squamous epi- 
thelioma 73 traced, of 
which 8 have had recurrence, 30 have died, 
and 35 have remained well. Of 49 cases of 
basal-celled carcinoma, 2 refused opera- 
tion, 7 have disappeared, 3 have died of 
other causes, and of the remainder 29 have 
remained well. 


cases have been 





THE AFTER-RESULTS OF OPERATIVE 
TREATMENT OF JACKSONIAN 
EPILEPSY. 

Ciuss (Beitrige zur klinischen Chirurgie, 
Bd. 66, Heft 2), of von Bruns’s clinic, says 
that the operative treatment of Jacksonian 
epilepsy still offers numerous unsolved ques- 
tions. Especially is very little known about 
the after-results. Although many cases 
have been operated upon, the reports are 
in large measure of little value because of 
imperfect accounts or because report was 
made too soon, sometimes only a few weeks, 
after the operation. Also in certain cases 
reported as cured recurrence.has later on 
taken place. Furthermore, in some _ in- 
stances in which the failure to cure was re- 
ported the convulsions have ceased at a 
later time. In 1898 Braun collected 87 
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cases, including one of his own. In this 
series 22 were reported as having failed of 
cure with three deaths, 30 benefited, and 
35 cured. Of the cases reported cured 
only seven had been observed more than 
three years. To these seven belonged the 
much quoted case of Braun himself, which 
was alleged to have been cured after six 
years’ observation. It was, however, 
afterward found out by Braun that the pa- 
tient had made a false report; the attacks 
had recurred, although less frequently than 
before, and ten years after operation he 
was again brought to the hospital suffering 
severely from epilepsy. In a series of 146 
cases collected by Graf in 1898, in only 
eight had a cure been enjoyed for over three 
years ; and in a series of 329 cases of cranial 
operation for epilepsy collected by Matthio- 
lius in 1899, 169 of which were of the Jack- 
sonian type, in only 10 was cure known to 
have lasted over three years. 

The author gives in abstract from the 
literature reports of the cases of Jacksonian 
epilepsy, 21 in number, in which cure has 
persisted more than three years. The age 
of the patients varies from ten to forty- 
three years, all but two are males, the time 
elapsed between the trauma and the first 
epileptic attack varied from very brief up 
to twenty-nine years, the time elapsed be- 
tween the onset of the epilepsy and the op- 
eration was from very brief up to nineteen 
years, and the duration of the cure has been 
3 to 18% years. 

The conclusions are as follows: Before 
a cure can be pronounced at least three 
years should have elapsed since the opera- 
tion, because, after freedom from attacks 
for three to five years, recurrence has taken 
place. Of favorable prognostic significance 
is youth at the time of operation. The 
length of the latent period and the duration 
of the epilepsy are without influence on the 
prognosis. The length of the latent period 
is greater when the trauma is received in 
early life. The prospect from the operation 
is better in the presence of palpable local 
changes in the tissues than in the absence 
of these. For the better observation of 
lesions a temporary resection of the cra- 


THE THERAPEUTIC GAZETTE. 


nium is recommended. The dura must in 
all cases be incised. A permanent opening 
in the skull is not necessary to permanent 
cure. However, in all cases the center of 
irritation in the brain cortex must be re- 
moved. Paralysis following the operation 
after resection of brain substance usually 
disappears entirely. Even if attacks appear 
soon after the operation, these may after a 
few months or years disappear and the 
patients remain well. 





TUBERCULOUS STENOSIS OF THE 
PYLORUS. 


TAPPEINER (Beitrage sur klinischen 
Chirurgie, Bd. 66, Heft 2) reports a case 
of stenosis of the pylorus due to tubercu- 
losis in a child twelve years of age operated 
upon by Payr. The condition of the pa- 
tient at operation did not permit of resec- 
tion, so recourse was had to posterior gas- 
troenterostomy. The wound healed by first 
intention. The patient left the hospital in 
twenty-four days after the operation, hav- 
ing gained 20 pounds in weight, and three 
months later was entirely well. 

Aside from acute miliary tuberculosis, 
tubercular lesions of the stomach are very 
rare. When present, it is in one of three 
forms, the ulcerative, the hypertrophic, or 
the fibrous. The ulcerative form does not 
call for surgical treatment except when 
severe hemorrhage or perforation occurs. 
The fibrous and the hypertrophic forms are 
of surgical interest on account of the fact 
that they usually lead to stenosis, inasmuch 
as nearly always the seat of tubercular 
stomach lesions is in the region of the 
pylorus. 

A search of the literature shows that 27 
cases of tubercular stenosis of the pylorus 
have been reported. Of these, 16 were 
treated by gastroenterostomy, 8 by resec- 
tion, 1 by excision of the ulcer, 1 by pyloro- 
plasty, and in 1 only an exploratory incision 
was made. Doubtless the ideal operation is 
resection, but the surgeon is often com- 
pelled to confine himself to gastroenteros- 
tomy, because by the time patients are 
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brought to operation the general condition 
is so poor that they are not able to endure 
a prolonged operation. TF urthermore, re- 
section is not adapted to those cases, com- 
paratively frequently met, in which the gas- 
tric lesion is secondary to tubercular lesions 
elsewhere. Gastroenterostomy usually re- 
sults in improvement of the patient’s condi- 
tion, for it circumvents the mechanical hin- 
drance to nutrition and gives the lesion rest 
and favors its healing. A secondary resec- 
tion can be done after partial recovery takes 
place if no other lesion of tuberculosis can 
be found in the body. The mortality is 
large. Of the 27 reported cases the major- 
ity had died within a year after operation 
following temporary improvement. The 
prognosis is made worse by the fact that 
these patients as a rule have pulmonary or 
other forms of tuberculosis in addition to 
the gastric lesion. It is of interest to note 
that gastric tuberculosis is rare in young 
age; the youngest patient in the series was 
twelve years old. 





AN IMPROVED METHOD OF PREPAR- 
ING CATGUT LIGATURES. 

McDonatp (American Journal of Sur- 
gery, May, 1910) has adopted the follow- 
ing method of preparing catgut: 

1. Iodine 4 per cent in acetone, eight 
days. 

2. Wash in acetone, four days. 

3. Preserving solution: Acetone, 85 per 
cent; Columbian spirits, 10 per cent; gly- 
cerin, 5 per cent. The glycerin should first 
be dissolved in the alcohol and then added 
to the acetone, as acetone itself is not a 
solvent of glycerin. 

This method has the following advan- 
tages: The solutions are fat solvents and 
antiseptics; the iodine is used in greater 
strength than in Claudius’s method, and it 
impregnates the gut so that the ligatures 
are black and well saturated with iodine 
when they are placed in the clear acetone 
solution. The pure acetone abstracts the 
excess of iodine from the gut, leaving the 
gut clear and white. The preserving solu- 
tion of acetone, alcohol, and glycerin com- 


739 


pletes the bleaching and at the same time 
softens the gut, which is not much softened 
by the pure acetone. The latter, however, 
does not harden the gut, but abstracts the 
water from it and leaves it of the same flex- 
ibility as gut that has been preserved in 
chloroform, as in the well-known commer- 
cial process. The addition of the glycerin 
and alcohol to the acetone in the preserving 
solution is sufficient in amount to soften the 
catgut; at the same time the dehydrating 
power of the acetone prevents the gut from 
swelling up, as it does when it is placed in 
alcohol solution. 





MODIFIED TECHNIQUE FOR THE COM- 
BINED OPERATION OF EXTIRPA- 
TION OF THE RECTUM. 

TuTtLe (American Journal of Surgery, 
June, 1910) notes that a study of the cir- 
culation of the sigmoid and rectum shows a 
space, of variable length, about the rectosig- 
moidal juncture which is very sparsely sup- 
plied with blood-vessels, and without any 
apparent anastomotic connections. All the 
gut below this is supplied by the superior 
hemorrhoidal artery, the terminal branches 
of which run directly downward and anas- 
tomose with each other, but not with the 
sigmoidal branches above. 

It is therefore clear that if this vessel is 
cut above its distribution to the rectum, and 
the gut is amputated below that part which 
is well supplied by the sigmoidal artery, all 
that portion between the point of amputa- 
tion and the point of the sigmoidal blood 
supply will have practically no blood sup- 
ply ; it will consequently slough and retract, 
leaving a large suppurating cavity, or it will 
cause death if the slough goes above the 
peritoneal floor. 

In the perineal operation it is almost im- 
possible to tell, until one has cut off the gut, 
whether the blood supply is sufficient or 
not; and as it is necessary to work by feel- 
ing alone up in a deep cavity, one may tear 
off or cut off the very branches which will 
contribute to the result he is seeking. The 
problem before us then is how to provide 
for a proper circulation in the proximal 
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end of the gut without taking away an un- 
necessary amount of the intestine above the 
tumor. 

By the perineal, sacral, or vaginal routes 
this can be accomplished only by clamping 
the superior hemorrhoidal artery and then 
incising the peritoneal supports until a por- 
tion of the sigmoid with good circulation is 
brought down. The amount of gut that can 
be amputated is indefinite, and it is always 
experimental, for one can never tell the 
length or condition of the mesosigmoid, or 
the possible attachments or adhesions of the 
cut above, which latter may render it im- 
possible to bring the gut down sufficiently 
to meet the requirements. 

For tumors where more than four inches 
are to be amputated the combined operation 
is to be preferred, for the following rea- 
sons: 

It affords an opportunity to examine the 
abdominal organs, the glands, and the per- 
itoneum with regard to metastases. If 
these exist the extirpation is not justifiable, 
and only a palliative operation—such as cur- 
ettage, or an artificial anus—should be em- 
ployed. 

It enables one to ascertain how high the 
growth or stricture extends, to determine 
the length of the mesosigmoid at divers 
points, and to select a segment with a good 
blood supply that 'can be brought down to 
the anus without tension. 

It enables one to tie the superior hemor- 
rhoidal artery at a point above its anasto- 
mosis with the sigmoidal artery, and thus 
preserve’a good blood supply to the rectum, 
as has been so happily described by Hart- 
mann. 

It enables us to clean out all the glands 
in the internal iliac angle, and from there 
down more perfectly than by the perineal 
method. 

By it one can cover up denuded surfaces, 
and close up the peritoneal cavity before 
opening the bowel and perfectly restore the 
mesosigmoid, which prevents both retrac- 
tion and prolapse. 

It enables one to retreat and resort to an 
artificial anus if the conditions do not war- 
rant total extirpation, or if the length of the 
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sigmoid does not permit the fecal exit to be 
restored to the anus. 

The methods employed until recently, 
consisting in selecting a point a short dis- 
tance above the tumor, tying off the blood- 
vessels en masse, as one loosened the gut 
from its attachment to the sacrum, regard- 
less of their anastomotic relations, have 
failed simply because of ‘the insufficient 
and indefinite blood supply to the proximal 
end of the gut, and to the large denuded 
surfaces left in the peritoneal cavity after 
such extirpations. The technique which 
Tuttle has employed for the past three years 
avoids these objections, and is now pub- 
lished for the first time, after a fairly large 
experience (eleven cases), in such an oper- 
ation. It differs from that lately published 
by Lusk in the treatment of the peritoneum, 
the restoration of the mesosigmoid, in the 
blood-vessels tied, and in the treatment of 
the ends. 

The preparation of the patient consists 
in dietary, systematic purging, internal irri- 
gations, internal disinfection, abdominal 
toilet, and rectal toilet, just before opera- 
tion; the last is so important, however, that 
the writer mentions it. It consists in irri- 
gating the rectum with a _ three-per-cent 
(one teaspoonful to a quart) solution of 
formalin, wiping this out and then injecting 
two or three ounces of pure peroxide of 
hydrogen up into the rectum and above the 
tumor if possible; just before the operation 
in order to thoroughly sterilize the parts in 
case one should find it necessary to intro- 
duce the finger into the bowel or to perfor- 
ate it in order to secure invagination, as 
will be described later on. 

The patient is placed in the Trendelen- 
burg posture; a linear incision is made just 
outside of the left rectus muscle, beginning 
just below the navel and extending almost 
to the pubes, avoiding, if possible, the in- 
ferior epigastric vessels. The abdomen 
having been opened the abdominal cavity is 
examined for lymphatic or metastatic in- 
volvement ; the site and extent of the tumor 
are observed and its attachment to the other 
pelvic organs. An adhesion to other pelvic 
organs does not always mean a malignant 


























involvement; some of the best results ob- 
tained have been in cases in which the blad- 
der and prostate have been attached to the 
tumor. Enlarged lymphatics do not al- 
ways mean involvement in the pathologic 
process; these have often been taken out 
and found to be nothing more than an in- 
flammatory infection. If the uterus and 
appendages are involved even by adhesions, 
it is well to remove them at once before be- 
ginning operation upon the rectum; it gives 
one more room for work and adds little 
time to the operation. 

Having determined the above facts, and 
the extent of the tumor, one selects a point 
in the sigmoid two inches further above the 
tumor than the latter is above the anus, thus 
allowing a leeway of this amount in bring- 
ing the sigmoid down to the natural fecal 
exit. A small incision is then made in the 
peritoneal layer of the mesosigmoid about 
one-half inch from the margin of the gut; 
a thin spatula-like director is slipped into 
the incision, and with this as a guide the 
peritoneum is incised parallel with the gut 
down to the tumor; the gut is then turned 
over to the other side, and this process is 
repeated. The peritoneum is then stripped 
back on either side to its attachment on tie 
posterior abdominal wall; these attachments 
having been cut loose it enables one to drag 
the gut much higher out of the wound and 
facilitates ligating the blood-vessels and 
removing the glands. With the gut thus 
dragged up, one teases the fat and glands 
off the blood-vessels always toward the gut 
until the lower sigmoidal artery is found 
and traced to its origin in the superior hem- 
orrhoidal. The latter is then tied and cut 
between the two ligatures, just above the 
lower sigmoidal, which point is usually just 
below the promontory of the sacrum, and in 
the angle of the iliac vessels. This pro- 
vides for the anastomotic circulation at 
whatever point the amputation is made. 
One now splits the deep fascia behind the 
lower stump of the ligated vessel, and peels 
out the rectum, fat, and glands from the 
sacral cavity down to the tip of the coccyx 
posteriorly and to the upper surface of the 
levator ani on the sides. This cavity is 
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packed with moist pads to control whatever 
oozing may be present. 

The peritoneal incision is now carried 
across the gut one inch above the tumor and 
through the cul-de-sac between the gut and 
the bladder or the uterus, as the case may 
be. The gut is then separated from the 
anterior organs by blunt dissection as far 
down as possible without too great trauma- 
tism; usually one can carry this dissection 
down to the prostate at least. This dissec- 
tion having been made the packing in the 
sacral cavity may be removed. By this 
time the sigmoid will have shown the effect 
of ligation, and one should select the lowest 
portion, in which the blood supply is per- 
fectly good, and carry it down into the hol- 
low of the sacrum to the tip of the coccyx 
to measure whether it can be brought out to 
the anus without tension. If it cannot, one 
should learn whether it is the blood-vessels 
or the peritoneal covering of the mesosig- 
moid which holds it. If the latter, incise it 
higher up in the same way as described 
above. If it is the blood-vessels, one should 
feel which one it is and cut it between 
two ligatures as far from the gut as pos- 
sible. Having loosened the gut suffici- 
ently, one should wait a few minutes to see 
the effect of such ligation, but should never 
proceed until he is satisfied that he has 
loosened sufficient gut with perfect blood 
supply to restore the normal fecal outlet 
without tension. From here on the tech- 
nique varies according to conditions, as fol- 
lows: 

If the tumor is of moderate size and is 
three inches or more from the anus, a nar- 
row tape with long ends is tied around the 
gut just above the tumor; an assistant then 
stretches the sphincter and carries a long 
dressing forceps up into the rectum until 
the operator can feel it just below the 
tumor. With the parts well packed off, the 
bowel is perforated by the forceps, and the 
long tapes are caught and dragged down 
through the anus; by traction on the tapes 
and pressure from above, the tumor is in- 
vaginated through the anus until the sig- 
moid is dragged down to the extent desired. 
With the pelvis thus cleared of the tumor 
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and excessive gut, the operator is enabled 
to dissect the mass loose further down to- 
ward the anus if necessary. This having 
been accomplished, the peritoneal folds 
which were peeled off in the beginning are 
now sutured back to the margin of the gut 
on either side, and together in front, until 
the floor of the pelvis and the mesosigmoid 
are restored entirely. This done, the ab- 
dominal wound is closed and dressed. If 
the patient is not in good condition the suc- 
ceeding steps of the operation may be post- 
poned until he recuperates; however, the 
writer has never found this necessary, as 
there is practically no loss of blood and very 
little shock to the preceding manipulations. 

The patient is now put in the lithotomy 
position and the protruding gut treated as 
follows: The rectum or surrounding tube 
is cut through all around and caught with 
T-forceps, thus everting it; the intussus- 
cepting sigmoid is thus brought into view 
and its circulation observed; the lowest 
point in this part of the intestine, in which 
the circulation is proved by needle puncture, 
is sewed by sutures to the muscular or in- 
testinal wall of the everted rectum. The 
gut is then cut off just below these sutures, 
and its mucous membrane sewed to that of 
the anus, which is held by the T-forceps; a 
large rubber tube is now passed through the 
line of sutures into the sigmoid, and the 
mass is prevented from retracting by four 
sutures passed through the margin of the 
gut and the skin outside the anus. These 
sutures are left in three or four days until 
union between the parts shall have occurred, 
and then retraction is allowed. An incision 
is made alongside the coccyx into the hol- 
low of the sacrum and a rubber or cigarette 
drain is inserted. 

If the tumor is high up or too large to be 
invaginated through the anus after it has 
been loosened up, the assistant makes an 
incision along the side of the coccyx into 
the hollow of the sacrum, through which 
the tapes are caught, and the sigmoid is 
dragged out through this aperture. The 
peritoneal floor and abdominal wound are 
closed as before, the patient is turned on 
the left side, the sacral incision is enlarged, 


and the tumor drawn out and excised, the 
ends of the gut being united by circular 
sutures—or they may be invaginated 
through the anus and treated after the 
method of Hochenegg. 

If the tumor is low down, less than two 
inches from the anus, the author prefers 
to dissect the growth out as in the perineal 
operation first, and if there is too great ten- 
sion on the superior hemorrhoidal artery to 
bring the gut down with good circulation, 
pack off the parts and then go in through 
the abdomen, loosening up the sigmoid and 
tying off the blood-vessels as described 
above. Have an assistant then pull down 
the gut to the required extent, close off the 
pelvic floor and abdomen as before, and 
then suture the gut at the anus, as in the 
Tuttle-Quenu operation so often described. 
This method gives one the opportunity of 
completing the operation by the perineal 
method, which the writer believes is advis- 
able in low tumors, if there is no obstacle 
to its perfect accomplishment. It is the re- 
verse of the procedure ordinarily advised, 
and which is practiced by Hartmann; but 
Tuttle finds it difficult to close the perito- 
neal floor and restore the mesosigmoid be- 
fore the gut has been dragged down to the 
required extent. For this reason, and for 
that just mentioned, that the abdominal in- 
cision may be avoided, he prefers the above 
technique. 

The objections advanced against the com- 
bined operation are: 

Its hitherto high mortality. This is de- 
creasing as the technique improves and dex- 
terity in its performance increases; in the 
last three years Drs. Lynch and Tuttle have 
done twelve cases, with one death, and not 
a single case of incontinence of feces. The 
one death was not in a cancer case; it oc- 
curred from shock in a syphilitic. 

The objectionable artificial anus so long 
advised in this method and by so many sur- 
geons as making the operation more radical 
and safer. It is very rarely advisable ; Tut- 
tle has only resorted to it once in twelve 
cases. 

There is no more gut lost in this method 
than is put out of commission by an arti- 




















ficial anus; moreover, the amount of sig- 
moid removed does not seem to add much 
to the gravity of the operation so long as 
the proximal circulation is intact. 

The danger of peritoneal infection ought 
not to be more than in other abdominal 
operations, for the gut is not opened until 
the peritoneal cavity is closed off, and when 
it is opened it is outside of the body and 
the field of operation. 





TREATMENT OF PLACENTA PREVIA. 


Hussey (American Journal of Surgery, 
June, 1910) draws from a study of this 
subject the following conclusions: 

The diagnosis of a placenta previa should 
always be followed promptly by the termin- 
ation of pregnancy. 

The main indications in the treatment are 
to control hemorrhage, to shorten the first 
stage of labor, to protect the mother from 
traumatism and sepsis. 

Next to hemorrhage, lacerations of the 
lower uterine segment present the gravest 
danger, and are always caused by rapid 
dilatation of the cervix or attempting to de- 
liver through a birth canal only partly 
dilated. 

If too much consideration for the life of 
the child be felt, too little consideration for 
the life of the mother may be shown, and 
this is justified neither by theory nor by 
results. 

In cases near term, when the child is 
alive, the interests of both mother and child 
can best be protected by the use of the 
Pomeroy bag. 

Marginal cases may call for little treat- 
ment beyond tamponade or rupture of the 
membranes, while partial and complete 
cases will always demand active interfer- 
ence. 

With an undilated cervix the Pomeroy 
bag affords the best means of controlling 


the hemorrhage and dilating the cervix. 
Those unaccustomed to its use will get 
the best results from combined version. 
Skill in the obstetric methods of treat- 
ment will rarely be required. 
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EXPERIMENTAL HYPOPHYSECTOMY. 


Crowe, CusHING, and Homans (Bulle- 
tin of the Johns Hopkins Hospital, May, 
1910) summarize a literary and clinical 
study of this subject as follows: 

Past investigations have led to no una- 
nimity of opinion in regard to the physio- 
logical essentiality of the hypophysis cere- 
Thus of the two most important 
those of Paulesco favor, while 


bri. 
studies 
those of Gemelli oppose, the view that loss 
of the gland is necessarily fatal. 

Accurate and uncomplicated removal of 
the gland from the dog—the animal most 
suited to these investigations—was impos- 
sible before the introduction of Paulesco’s 
subtemporal procedure with its principle of 
cerebral dislocation, and many of the symp- 
toms described by authors before him must 
in large part have been due to operative 
trauma, or in the absence of symptoms to 
incomplete removal. 

They found, in agreement with Paulesco, 
that a state of apituitarism due to the total 
removal of the hypophysis leads inevitably 
to the death of the animal, with a peculiar 
and characteristic train of symptoms 
(cachexia hypophyseopriva). That these 
symptoms are not due to surgical trauma 
or postoperative complications is evidenced 
by the facts (1) that the same operative 
manipulations leaving the hypophysis in 
place and omitting the single step of re- 
moval lead to no symptoms whatsoever, 
and (2) that incomplete removals produce 
no immediate disturbances. 

However, even in the case of adult ani- 
mals death need not occur after a total re- 
moval as promptly as Paulesco claimed ; 
whereas puppies may remain in an appar- 
ently normal condition for at least three 
weeks before the terminal phenomena ap- 
pear. 

These same symptoms, after the same 
intervals of time, follow the removal of the 
entire pars anterior alone, even though the 
posterior lobe remains in place. On the 
other hand, removal of the posterior lobe 
(necessarily leaving a small amount of pars 
intermedia) not only leads to none of the 
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manifestations of ‘cachexia hypophyseo- 
priva, but does not appear to affect the 
physiological balance of the animal in any 
symptomatic way, unless the convulsions 
and excessive sexual activity which have 
been seen in a few cases can possibly be 
ascribed to its absence. 

Separation of the hypophyseal stalk, ow- 
ing to circulatory disturbances, is compar- 
able either to a partial hypophysectomy or 
to a total removal with immediate reim- 
plantation of the excised tissue elsewhere 
in the body. The gland becomes reattached 
and the pathways for posterior lobe secre- 
tion (supposed to traverse the pars nervosa 
on its way to the infundibular cavity) may 
become obstructed by the scar, leading to 
an accumulation of “hyaline” within the 
channels of the pars nervosa. 

Definite constitutional disturbances which 
we may regard as manifestations of hypo- 
pituitarism have been observed after partial 
(anterior lobe) removals in a number of 
animals kept under observation for long 
periods of time. The most striking feature 
is a state of adiposity accompanied by (or 
resultant to ?) a secondary hypoplasia of 
the organs of generation in adults or by 
a persistence of sexual infantilism in case 
the primary hypophyseal deficiency ante- 
dates adolescence. Polyuria, glycosuria, 
alterations in the skin and its appendages 
(such as edemas and hypotrichosis), the 
tendency to a subnormal body temperature, 
and psychic disturbances are more or less 
frequent accompaniments; all of them 
symptoms which occasionally occur with 
states of adiposity and of sexual infantil- 
ism in man, in company with certain pitui- 
tary body tumors—states, therefore, which 
presumably are due to hypophyseal (an- 
terior lobe) deficiency. 

Animals, in states of hypopituitarism, 
appear to have a lowered resistance to in- 
fection, exposure, or disease, conditions 
which are apt to precipitate the onset of 
cachexia hypophyseopriva. 

It has been possible, by glandular trans- 
plantations or by injections of anterior lobe 
emulsion, definitely to prolong the life of 
animals after total hypophysectomy, and 


likewise to tide over periods of threatened 
cachexia hypophyseopriva in animals re- 
taining anterior lobe fragments which tem- 
porarily may be physiologically insufficient. 

Boiled anterior lobe emulsions appear to 
elicit a characteristic (anaphylactic?) feb- 
rile response when injected subcutaneously 
in states of experimental hypopituitarism. 





TREATMENT OF PARALYTIC DEFORM- 
ITIES. 

Lovett (Boston Medical and Surgical 
Journal, April 14, 1910) describes the de- 
formities due to anterior poliomyelitis. He 
classifies them as follows: First, a distor- 
tion due to gravity in the wholly paralyzed 
and flaccid limb; second, an adaptive short- 
ening, and lengthening of the paralyzed 
soft parts induced by malposition; third, a 
shortening of non-paralyzed and a length- 
ening of paralyzed muscles; fourth, a static 
distortion from weight-bearing in paralyzed 
or partly paralyzed limbs; fifth, failure to 
appreciate the importance of careful after- 
treatment; sixth, bony deformity following 
persistent malposition; seventh, dislocation 
from infantile paralysis. To prevent de- 
formity persistent malposition from any 
cause must be antagonized, because this 
leads to adaptive shortening and lengthen- 
ing of soft parts and to distorted bony 
growth. In other words, it tends toward 
fixed deformity. 

Fixation and support are indicated. By 
these measures functional activity in mus- 
cles whose centers have just been involved 
in a hemorrhagic myelitis is prevented. Re- 
covery of muscles not wholly paralyzed is 
facilitated since they are not stretched. 
Crippling contractions of the soft parts 
may often be relieved by manipulation with 
the use of moderate force, either with or 
without anesthesia, and retention by means 
of plaster-of-Paris bandages in an over- 
corrected position. 

As to operative results, Lovett states that 
in the last few years these have been as 
satisfactory as they were in the beginning 
unsatisfactory. The chief changes in the 
methods have been as follows: 




















Operative cases have been selected with 
more skill and studied with greater care 
from a larger experience with operative re- 
sults, 

The correction of existing deformity has 
been better carried out. 

Tendons have been inserted into perios- 
teum, and tendon-to-tendon attachment has 
been abandoned. 

The use of silk extensions has proved 
satisfactory and has given an added range 
and flexibility to the operation. 

The transferred tendons have been at- 
tached with such tension that when the 
limb was held in the overcorrected position 
they were moderately tight. 

The period of fixation now in use is from 
six weeks to three months. 

After the fixation plaster is removed a 
supporting brace is worn until six months 
or a year after operation. 

From the time of the removal of the 
fixation plaster massage and muscle train- 
ing of the transferred muscles is followed 
out in cases in which the patients live near 
enough to the hospital to avail themselves 
of it. 

Simple operations have been preferred 
to complicated ones, and the splitting of a 
muscle and its use for two insertions has 
been largely abandoned and the entire 
muscle transplanted. 

The use of silk ligaments in the ankle- 
joint as supplementary to tendon transfer- 
ence has proved of the greatest value. 

In some instances the results are brilliant ; 
in some the extent and character of the 
paralysis prevented good functional results. 
No case in the series was made worse by 
operation. 

The common causes of failure after ten- 
don transference are formulated as follows: 

Selection of unsuitable cases for opera- 
tion and insufficient study and analysis be- 
forehand to permit a proper operative plan. 

Insufficient or improper after-treatment. 

Failure to overcorrect deformity before 
operation for tendon transference. 

Other and less frequent causes of fail- 
ure which may occur when the operative 
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technique has been good and the after- 
treatment adequate are as follows: 

The zttached tendon may stretch or pull 
away from its insertion. 

Adhesions binding the transferred tendon 
to surrounding soft parts may occur. 

Where tendons have been split and util- 
ized for two purposes, the two halves may 
not functionate separately. 

The transplanted muscle may be too small 
to perform its new function. 

The tendon may turn a corner and not 
pull in a straight line, due to insufficient 
freeing of it or to insufficient tunneling of 
the soft parts. 

The operation may have been performed 
at too early an age or too soon after the 
onset of the paralysis (under two years 
after attack). 

The tension of the transferred muscle 
may be too little. 

Lengthened muscles may not have been 
sufficiently shortened. 

The fact has been largely overlooked that 
muscular lengthening is much more difficult 
to remedy than is muscular shortening, and 
in the neglect of this fact is to be found the 
explanation of some failures after tendon 
transference. The results of the reefing of 
paralyzed tendons in connection with ten- 
don transference have not in the author’s 
hospital cases proved very satisfactory. 
Jones attempts to guard against muscular 
stretching by the removal of an ellipse of 
skin in the flexure of the paralyzed joint, 
thereafter uniting the edges. 

Much training represents an attempt to 
secure a motor impulse which is transmit- 
ted through the motor cells controlling the 
especial muscle by means of which a con- 
traction of the transferred muscle is se- 
cured. Frequent repetition of this process 
(1) educates the muscle to contract in its 
changed relations; (2) it leads to improved 
nutrition from activity; (3) repeated often 
enough, it tends to developmental hyper- 
trophy of the exercised muscle. 

As a therapeutic measure it has the ad- 
vantage of directness in being exactly what 
the muscle has got to do in restoring or im- 
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proving function. But if moderate devel- 
opment use is desirable, an excess of this 
by overloading the muscle is undesirable 
and leads to relapse. Hence the need of 
protected and supported use of the early 
function under weight-bearing. 

As developmental treatment Lovett 
strongly accentuates the value of muscle 
training, which he holds is superior to 
either electricity or massage. 





PRIMARY DYSMENORRHEA. 
BEYEA (University of Pennsylvania Med- 
ical Bulletin, May, 1910) in discussing this 
topic considers the dysmenorrhea which ex- 
ists in young girls and young nulliparous 
women independent of pathological lesion. 
The immediate cause he considers develop- 
mental failure either incident to abnormal 
conditions appearing as a hypoplasia, or 
without adequate cause, in the latter case 
commonly associated with anteflexion. 

If the failure of the development of the 
uterus or of the uterus and ovaries is of 
a character associated with chlorosis there 
is no hope, particularly after the age of 
twenty years, that these organs will ever 
develop. These cases can only be relieved 
by radical operation, preferably by hyster- 
ectomy with preservation of the ovaries. 
These women are invalids, suffer with se- 
vere pain preceding and during the flow, 
and if the surgeon is positive there exists 
this character of dysmenorrhea and de- 
formity radical operation is warrantable 
and demanded. 

Where there exists a mechanical obstruc- 
tion to the outflow of the menstrual blood, 
as occurs in stenosis or pathological ante- 
flexion of the uterus, characterized by in- 
termittent labor-like pain occurring with 
the onset and during the flow, it has been 
amply proved by practical experience that 
prolonged forcible dilatation of the cer- 
vical canal, incision of the posterior cer- 
vical wall to the internal os, the operation 
of Sims and Dudley, or the operation of 
resection sphincteris of Theilhaber, insti- 
tuting free drainage of the uterine cavity, 
has been followed by a large percentage of 
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complete relief. 


The operation of pro- 
longed forcible dilatation, if properly and 
thoroughly carried out, results in a perma- 
nent patent canal, overcomes the stenosis, 
and by establishing free drainage relieves 


the cause in pathological anteflexion. The 
operations of Sims, Dudley, and Theil- 
haber accomplish the same result, but have 
the disadvantage that they are mutilating, 
the former two producing a condition simi- 
lar to cervical laceration. These opera- 
tions are therefore harmful and unneces- 
sary. 

Regarding the treatment of dysmenor- 
rhea dependent upon hypoplasia of the 
uterus, occurring with a patent canal or 
associated with obstruction, the most fre- 
quent form, characterized particularly by 
premenstrual pain, Beyea’s experience 
would justify the following theory: If ad- 
mitting the explanation of Shultz as to the 
cause of pain, that such uteri are hypo- 
plastic, there is a predominance of connec- 
tive tissue and a weak undeveloped muscu- 
lature and blood-vessel system, the normal 
physiological process of development after 
puberty has failed, is arrested or slow, it is 
reasonable to conclude that it is possible 
this uterus can be stimulated to further de- 
velopment by artificial means. Every gyne- 
cologist has noted that in certain instances 
women who have suffered with dysmenor- 
rhea have been relieved after marriage, 
because of coitus and development of the 
sexual passion, the change in sexual life 
being the added stimulus to uterine devel- 
opment. Also, if the woman is fortunate 
enough to become pregnant, and either goes 
to term or aborts, relief follows. 

These observations prove that these 
uteri are capable of taking on development 
and do afterward functionate normally. 
It is a recognized fact that a muscle to de- 
velop and not remain stationary or atrophy 
must functionate, work, must contract and 
relax. Therefore, any artificial means that 
would give the uterine muscle work, cause 
it to contract and relax, would tend to 
strengthen and develop it or would excite 
it to further development. It is likewise a 
fact that the presence of a foreign body in 
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the uterine cavity, such as fibroid polypus, 
causes the muscular wall to intermittently 
contract and relax in an effort to expel the 
foreign body. As a result the muscular 
wall develops to a marked extent, the 
whole organ greatly increases in size, and 
the muscular strength finally becomes suf- 
ficient to drive the offending body through 
the cervical canal and out into the vagina. 
Thus, if a foreign body be placed within 
the uterine cavity where the conditions of 
hypoplasia exist, the same effort on the 
part of the muscular wall must and does 
take place, at least to a relative degree. 
The muscle contracts and relaxes and de- 
velops to become sufficient, or it is stimu- 
lated to normal physiological development. 
The blood-vessel system develops with the 
uterine muscular wall. 

It would seem probable that the relief of 
pain and amenorrhea following the intro- 
duction of the Chambers pessary reported 
by Carstens and the glass pessary of Hep- 
perlin by Gilliam, the pessary acting as the 
foreign body, although not so recorded, is 
to be explained in this manner. 

Beyea as the result of an experience in 
upwards of 100 cases with forcible dilata- 
tion of the cervical canal and the applica- 
tion of a Wylie drain, records that over 80 
per cent were cured of their dysmenorrhea, 
whilst about 35 per cent of the married 
women became pregnant after operation. 
The technique is as follows: 

The patient is prepared as for the prac- 
tice of any surgical operation upon the 
vaginal tract, the vagina and external geni- 
talia being thoroughly cleansed and anti- 
septicized. The woman is etherized and 
placed in the dorsosacral position. The 
cervix is exposed through the Sims specu- 
lum, and the anterior lip is seized with a 
double tenaculum forceps. The small 
Goodell and then the Ellinger uterine di- 
lator is introduced into the cervical canal. 
The operator should be sure that the dilat- 
ing blades pass beyond the internal os, that 
they be introduced up to the flange of this 
part of the instrument. Forcible dilatation 
is then begun and slowly carried to the 
point where the register at the handles of 


the instrument shows that the canal has 
been dilated to one and one-half inches. 
The dilatation should be very slowly and 
carefully carried out, requiring at least fif- 
teen minutes, so as to evenly stretch and 
not tear or injure the mucosa or muscle to 
any extent. The instrument is then re- 
moved, again introduced, and for the sec- 
ond time the dilatation is carried to the 
same point. The object of the second in- 
troduction of the instrument is to grasp 
and stretch the muscle in a new position. 
The instrument is then allowed to remain 
in position for fifteen minutes, the fifteen 
minutes of time being taken by the ether- 
izer. If the uterus be small, the cervical 
canal should not be dilated to a greater ex- 
tent than one and one-fourth inches. The 
operator, through experience, will be able 
to determine the point of maximum dila- 
tation that can be carried out without pro- 
ducing a lateral tear. We believe the more 
painstaking and thorough this procedure of 
dilatation, and the greater the amount 
of time consumed in the step, the 
more patent, permanently patent, will 
be the canal and the greater the influence 
on the dysmenorrhea. As Goodell stated 
in 1886, the benefit to be gained is depend- 
ent upon these factors and the experience 
of the operator. The instrument is then 
withdrawn and the vagina and uterine cav- 
ity washed out with a 1-to-2000 bichloride 
of mercury solution. A hard-rubber Wylie 
drain is then introduced into the uterine 
cavity, the size of the drain being such as 
to require a little force to have the bulbous 
portion pass the internal os. Before intro- 
duction the instrument is sterilized by boil- 
ing water, and while warm is bent forward 
into the shape of the canal of the normally 
anteflexed uterus, the drainage tract being 
on the right lateral surface. A light gauze 
pack is then placed in the vagina, complet- 
ing the operation. The patient is required 
to remain in bed a week or ten days. Dur- 
ing the convalescence after operation the 
patient is given a daily boric acid vaginal 
douche, and after leaving the hospital she 
is advised to take such a douche every 
other day. 
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The length of time which the instrument 
is to be worn is determined by the degree 
of its effect, the amount of benefit being 
estimated by the relief of pain at menstru- 
ation. In a number of instances the in- 
strument has been expelled from the uterus 
before the patient left the hospital. An at- 
tempt is made to avoid this by using a 
larger instrument. In a few it has been 
removed after two months because of men- 
orrhagia or painful contractions of the 
uterus. In the last series of cases it was 
discharged within two weeks in 15 cases, 
removed at the end of two months. in 9, 
three months in 8, four months in 3, five 
months in 2, six months in 2, seven months 
in 2, one year in 4, and fourteen months 
in 1. Beyea recommends that the drain be 
allowed to remain in position at least three 
months where the pain is premenstrual, of 
the type due to hypoplasia ; if this pain per- 
sists, much longer. If after removal of 
the drain the pain recurs, he advises that 
the instrument be again introduced and 
In one of his 
cases it was twice reintroduced and worn 
a total of fourteen months, since which 
time the patient has remained free from 
pain. In seven others the instrument was 
introduced a second time after an interval 
of a month or two. No forcible dilatation 
is practiced at this introduction of the in- 
strument, but anesthesia is employed and 
every antiseptic precaution is taken. In 
the majority of cases, when the uterine 
canal measured 234 to 38 inches, he had 
not practiced curettement. A glandular 
hyperplasia of the endometrium is present, 
but this is of no importance. Curettement 
would do no good, and would result in the 
placing of the drain in contact, so to speak, 
with an open wound. 

The contraindication to the operation 
and use of the Wylie drain is the presence 
of uterine or intra-abdominal inflammation 
of any character, and the surgeon should 
be doubly assured that no such disease ex- 
ists before proceeding to the treatment. In 
other words, the operation is only to be 
performed in those cases of dysmenorrhea 
occurring in young girls and young nulli- 


worn for a longer time. 
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unquestionably good 
character, where we know no infection or 
inflammatory disease is present, and where 
a careful bimanual pelvic examination de- 


parous women of 


termines normal appendages. Also, it 
should only be employed by the experi- 
enced gynecologist. and performed under 
the most rigid aseptic and antiseptic tech- 
nique. The instrument should never be 
introduced as an office treatment, either 
primarily or secondarily. 

The introduction into the uterine cavity 
and the wearing of a rubber instrument is 
a procedure subject to criticism, for every 
gynecologist has been taught or knows 
from experience that the old stem pessary 
thus introduced often became infected, re- 
sulting in pelvic inflammation and not in- 
frequently in general peritonitis and death. 
For this reason Beyea’s early cases were 
kept under observation with much concern. 
Not the slightest indication of such compli- 
cation and result has followed in any in- 
stance of the more than 100 cases operated 
upon, and therefore he asserts again that 
the treatment is absolutely safe if carried 
out under the conditions and with the sur- 
gical technique described. With our pres- 
ent-day surgical training and technique the 
introduction of a stem pessary or Wylie 
drain has become free from danger, just as 
has the operation of curettement or repair 
of the lacerated cervix. All are still dan- 
gerous in the presence of inflammation of 
the uterine adnexa. 





PROPHYLAXIS OF CANCER. 


Writing on this subject BRAND (Lancet, 
May, 1910) observes that cremation of the 
cancerous cadaver is imperative, since such 
would remove a very obvious risk of per- 
petuation of the cause of the disease when 
earth burial is resorted to—e.g., by the ac- 
tion of earthworms, which convey soil 
from a depth of 6 to 8 feet to the surface, 
and by the contamination, by percolation, 
of the sources of water-supply. All dress- 
ings of cancerous wounds, all discharges 
and dejecta from cancerous patients should 
be destroyed, preferably by fire. There 




















should be thorough disinfection of all 
rooms and houses inhabited by those suf- 
fering from, or who have died from, can- 
cer. Intimate personal contact with the 
diseased should be avoided as far as pos- 
sible. Personal cleanliness should be scru- 
pulously observed, especially in the wash- 
ing of the hands before eating, and in the 
preparation of food. There should be per- 
fect sterilization of all water and food par- 
taken of, especially when the latter is eaten 
in an uncooked condition; and the contam- 
ination of any food by the lower animals, 
or by flies, should be prevented. 

If there is any truth in the allegation 
that the earthworm is an intermediate host, 
and that the soil is one habitat (water be- 
ing another) of the parasite, the mere idea 
of eating raw vegetables, however well 
scrubbed and apparently clean, becomes re- 
pulsive, and is calculated to induce one to 
ponder over the desirability or otherwise 
of total abstinence from all uncooked 
fruits and vegetables which lie on or in the 
surface of the ground. 

Brand also urges notification of all cases 
of cancer. 





SOME ANOMALIES AND POINTS FOR 
THE SURGEON TO BEAR IN MIND. 
DisEN (Medical Record, April 16, 

1910), describing six important anomalies, 
gives first place to the horseshoe kidney. 
He notes a curve of the inferior vena cava 
into the hilus of the right kidney necessar- 
ily constituting a grave danger in case of 
nephrectomy, and a case is reported in 
which three arteries were given off sep- 
arately from the aorta to each kidney. In 
another case there were four arteries given 
off. In both instances the uppermost and 
the lowermost artery entered the extreme 
upper part of the upper pole and the ex- 
treme lower part of the lower pole, re- 
spectively. There was one case in which 
the left renal vein was behind instead of in 
front of the aorta. 

Considering operations on the bile-ducts, 
the surgeon should not take for granted 
that the structure, found at the extreme 
edge of the lesser omentum, always is the 
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common duct. In the proportion of about 
one in fifteen bodies a quite large artery is 
lying parallel and in front of the bile-duct. 
Sometimes it is the superior pancreatico- 
duodenal artery that takes this upward 
course to the gall-bladder, instead of de- 
scending to the pancreas and duodenum. 
At other times the inferior pancreatico- 
duodenal artery was found to take a simi- 
lar course. It may not be amiss to mention 
that the portal vein sometimes has a very 
thin wall, and when in addition, as in the 
case of the drinker, fatty degeneration hap- 
pens to be present, this vein does not stand 
much handling. The writer knows of one 
instance where the surgeon ruptured it in 
hooking his finger too forcibly forward in 
the foramen of Winslow. The result was 
fatal. 

Occasionally the existence of a ligamen- 
tum cystoduodenale or hepatocolicum is re- 
sponsible for a lateral extension of the 
lesser omentum, far beyond the place occu- 
pied by the bile-duct. 

Considering thyroidectomy, the author 
has investigated the relation between the 
recurrent laryngeal nerve and the inferior 
thyroid artery, as the operation so fre- 
quently is followed by aphonia, although, 
as a rule, only of a temporary character. 
The relation is not a fixed one; the nerve 
may be found either behind or in front of 
the artery, sometimes being split and going 
partly behind, partly in front of the vessel. 
In a good proportion of cases the nerve is 
behind the vessel on one side of the neck 
and in front on the other side, without 
maintaining any rule for either side. The 
advice of the Drs. Mayo to clamp the ves- 
sels in a vertical direction is certainly op- 
portune; the chance of including the nerve 
is thus minimized, more so, however, on 
the left side, where the nerve has a more 
vertical course than on the right side. Re- 
garding the parathyroids, they are not al- 
ways found to be distinctly apart from the 
thyroid; frequently they are matted to the 
latter, if not actually embedded. In the 
dissecting room they are recognized by 
having a more yellowish or lighter color 
than the thyroid, and as imparting on touch: 
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the idea of a finer structure. In spite of 
diminutive size and of the claim by some 
that they are embryonic forms of thyroid, 
it seems that the parathyroids, as furnish- 
ing an important special internal secretion 
that operates on the nervous system, are 
indispensable organs even to advanced age, 
and it follows, as generally settled, that 
they always should be saved. Simply leav- 
ing some thyroid tissue, unless it be con- 
nected with the parathyroids, is inadequate, 
as experiments on animals have repeatedly 
taught that the thyroid does not vicariate 
for the parathyroid. On the other hand, 
it is of scientific interest to note that some 
observers have found that the parathyroid 
begins to resemble the thyroid histologi- 
cally three months after removal of the 
latter. 

In ligation of the external carotid artery 
it easily happens that the hypoglossal nerve 
becomes cut in the incision, and recently a 
prominent surgeon was heavily sued for 
such an accident. The author finds in his 
own work that the only safeguard is to lo- 
cate the nerve by hunting in the angle be- 
tween the greater corner of the hyoid bone 
and the posterior belly of the digastric 
muscle before he looks for the artery. 
Similarly, in ligation of the third part of 
the subclavian artery it simplifies the op- 
eration much if the posterior belly of the 
omohyoid muscle is located and it be re- 
membered to incise a second layer of deep 
cervical fascia—the lateral extension of the 
prevertebral—before the vessel is sought at 
the lateral border of the scalenus anticus. 
The arm must be continuously drawn 
downward, partly in order to displace the 
suprascapular artery. The right commou 
carotid artery may be found overlapped by 
the internal jugular vein, although the text- 
books only credit the left carotid with such, 
at least occasional, relation. 

Regarding the upper extremities, the 
enly anomaly that might embarrass the 
surgeon is high division of the brachial 
artery. Sometimes he has noticed three 





specimens of this anomaly in one term; 
then, again, it may not put in an appear- 
ance for some three or four semesters. 
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In operating for femoral hernia it should 
be remembered that the femoral vein may 
not be covered with fascia lata in the re- 
gion of operation; a fatty layer instead, an 
unusually extensive cribriform fascia, may 
have taken its place. To the writer’s 
knowledge the text-books do not mention 
this occasional arrangement; it may be ex- 
cusable if fatty change in the iliac portion 
of the fascia lata is a responsible factor, 
but it does not happen that the surgeon 
cuts the femoral vein, because he is not fa- 
miliar with this occasionally changed rela- 
tion of the vessel. While on hernia, it 
may be stated that the interfoveolaris mus- 
cle described by some modern text-books in 
connection with the insertion of the con- 
joined tendon, which some surgeons imag- 
ined could be utilized to strengthen the in- 
guinal canal, seldom exists, and if present 
is too frail for such a purpose. 

The author also reports a rare excursion 
of the sigmoid colon. Instead of curving 
downward from the descending colon to 
the bottom of the pelvis, it ascended as 
high as the upper part of the psoas muscle, 
where it was held by a short mesocolon; 
thence it curved downward to become the 
rectum. The specimen reminded the writer 
of a female patient who presented a tumor- 
like mass in the abdomen, appearing in 
shape and size as a uterus in the seventh 
month of pregnancy. Consultants diag- 
nosed fibroid tumor and set a day for oper- 
ation. When temporizing with enemata 
the tumor disappeared. It may easily be 
guessed that impaction in a sigmoid loop, 
arranged as the one just given, would be 
liable to furnish such an embarrassing con- 
dition for diagnosis. 





THE OPERATIVE TREATMENT OF 
CHRONIC CONSTIPATION. 

LANE (Practitioner, May, 1910) in dis- 
cussing this topic states that apart from the 
use of drugs and enemas, the treatment of 
intestinal stasis consists chiefly in endeav- 
oring to improve the functioning of the 
gastrointestinal tract. By diet, including 
the use of Bulgar bacillus, devised by 
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Metchnikoff, the contents of the bowel may 
be rendered less deleterious to the individ- 
ual. By massage and exercises the muscu- 
larity of the abdominal wall and of the 
intestines may be increased. By the em- 
ployment of a suitable corset the viscera 
in the lower abdomen may be held up out 
of the pelvis and forced upward into a po- 
sition approximating the normal, while the 
strain which they exert upon the contents 
of the upper abdomen is relieved. Eff- 
cient belts and corsets are made on this 
principle by a number of staymakers and 
others. 

The question arises as to when the treat- 
ment of such cases ceases to be medical and 
becomes surgical. This is the case when, 
in spite of skilful and prolonged medical 
treatment, the patient is apparently losing 
ground with great rapidity. The majority 
of cases run a very similar course. The 
patient seems to struggle against the auto- 
intoxication for a varying length of time, 
apparently without showing marked ill ef- 
fect in so far as the body weight is con- 
cerned. After this a change takes place, 
the patient rapidly losing strength and en- 
ergy, and the body weight quickly declin- 
ing. 

The younger the patient the more abrupt 
is the change and the less benefit accrues 
from operative measures. The same kind 
of case operated on between thirty and 
forty years of age will usually give a far 
better result than if the symptom has been 
sufficiently severe and progressive to call 
for the same treatment at about twenty 
years. 

As one would expect also, the later the 
patient is operated on in the course of the 
disease the less is the benefit that results, 
since the intestinal machinery has a power 
of recovery which is inversely proportional 
to the damage it has sustained. 

The class of patient operated on in hos- 
pital practice has nothing like the same 
chances of recovery as the private patient, 
for the reason that the hospital patient is 
in a more advanced stage of the disease at 
the time of the operation and has to return 
to work as soon as possible after a brief 








THERAPEUTIC PROGRESS. 751 


convalescence, which is probably limited to 
three weeks in a convalescent home. 

To the patient who has to earn her liv- 
ing the time for operation has arrived when 
the pain, the physical disability, and mental 
pain and distress experienced are such as 
to prevent her following her occupation. 
When it is clear that the condition cannot 
be met effectually by simple means opera- 
tive measures must be adopted. Owing to 
the varying complications which the condi- 
tion of the bowel may present no single 
routine treatment can be adopted for all 
cases. For the large majority the nature 
of the operative procedure depends on 
whether pain is or is not associated with 
autointoxication. If pain is not a feature 
the division of the ileum within four or five 
inches of its termination and the establish- 
ment of a lateral anastomosis between the 
proximal portion of this bowel and the sig- 
moid or rectum is sufficient. If there is 
much pain it is better to take away the 
large bowel as well. A patient may be so 
toxic that it may be wiser to do the opera- 
tion in two stages, namely, to do a lateral 
anastomosis in the first instance, and when 
the patient’s general condition has suff- 
ciently improved, to remove the large 
bowel. 

There are a certain number of cases, 
especially in the male subject, in which the 
division of acquired bands or adhesions 
proves sufficient to liberate a sharp kink or 
obstruction produced by them in some por- 
tion of the large bowel or in the termina- 
tion of the ileum. 

In a few cases, after the removal of the 
large bowel, dilatation of the stomach may 
reach such a stage that a gastroenteros- 
tomy is requisite for the satisfactory func- 
tioning of this organ. Gastroenterostomy 
had been performed in certain of the 
writer’s cases previously to colectomy with- 
out the patient having derived any benefit 
from the operation. As a rule, more or 
less complete relief follows the division of 
such acquired bands as retain the pyloric 
end of the stomach in a state of abnormal 
elevation and fixation to the under surface 
of the liver, the dilatation of the stomach 
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gradually subsiding. The writer has at- 
tempted to prevent their reformation by 
the use of gold-leaf. 





DISINFECTION OF THE SKIN BY 
IODINE IN OPERATIONS ON 
INFANTS. 

MARIQuE (Journal Médicale de Brux- 
elles, April 14, 1910) reports extremely 
satisfactory results in so far as avoidance 
of skin infection is concerned in the use of 
methods of disinfection consisting in wash- 
ing the skin with ether followed by a single 
painting with a five-per-cent tincture of io- 
dine. The skin is gently rubbed with cot- 
ton tampons soaked in ether until it seems 
clean. lodine is then applied and the part 
is allowed to dry. 

Grossich, who first introduced the meth- 
od, advises against all preliminary washing 
of the skin, holding that soap and water 
cause a swelling of the intercellular skin 
spaces and thus prevent a thorough im- 
pregnation with iodine. Marique notes 
that even in earliest infancy this prepara- 
tion causes no irritation of the skin, and 
his records seem to prove its entire effi- 
cacy. 





TREATMENT OF SYPHILIS BY INTRA- 
MUSCULAR INJECTION OF METAL- 
LIC MERCURY. 

Apams (Journal of the Royal Army 
Medical Corps, May, 1910) suggests the 
treatment of syphilis. in his majesty’s navy 
on a uniform basis, by means which appeal 
to him as being most suitable. He states 
that up to the year 1898 syphilitic patients 
were treated almost entirely by internal: ad- 
ministration of mercury in the form of 
pills and mixtures, inunction and fumiga- 
tion being used as variants occasionally. 
After pointing out the obvious disadvan- 
tages of mercury given internally or by in- 
unction in military service a number of 
formule for hypodermic injection are 
given which proved uns«tisfactory. It is 
noted that a cream to be most serviceable 
for intramuscular injection must contain 
the mercury in an extremely fine state of 
subdivision; that it must be fluid at ordi- 
nary temperature so that it works freely 
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in the syringe and needle, and must be vis- 
cid so as sufficiently to suspend the metal. 
There must be no abrupt transition on 
warming from the fairly solid to the liquid 
state. The following is the formula which 
was finally adopted and is at present used: 

Mercury, 20 parts; 

Anhydrous lanolin, 30 parts by weight; 


Chlor-butcl, 2 parts; 
Liquid paraffin, to 100 by measure. 


This gave a cream containing 1 grain in 
5 minims. Chlor-butol was adopted as an 
antiseptic and analgesic. 

For over twelve months this preparation 
was made in the dispensary at Haslar with 
an ordinary mortar and pestle, and having 
been found by the results of practice in the 
venereal wards to be in every way satisfac- 
tory, it was decided that it should be issued 
to the service afloat. 

The quantities required rendered the 
making by hand impracticable. A special 
mill was installed in the pharmaceutical 
laboratory, being practically a large granite 
mortar and a heavily weighted pestle 
driven by power. 

In actual preparation, redistilled mercury 
is purified by allowing it to flow in a thin 
stream through a long column of nitric 
acid; the metal is then thoroughly washed 
in distilled and filtered through 
chamois leather. 

A particularly pure anhydrous lanolin is 
used; it is sterilized by heat and filtered. 
One part of lanolin is introduced into the 
mill, and two parts of mercury are added 
gradually as the globules disappear ; tritu- 
ration is then continued until a small por- 
tion, on being examined under a micro- 
scope, shows the mercury to be in a suff- 
ciently fine state of subdivision. From the 
paste so obtained the mercurial cream is 
made by cautiously heating the paste in a 
porcelain dish with the additional proper 
quantity of lanolin, being finally diluted to 
the definite measure required with ster- 
ilized paraffin in which the chlor-butol has 
been dissolved. It is then strained through 
sterile white gauze and poured into bottles 
of two-ounce capacity, in which form it is 
issued for use. 


water 

















A TExT-BooK OF PHARMACOLOGY AND THERA- 
PEUTICS: OR THE ACTION OF DruGs IN HEALTH 
AND DisEAsE. By Arthur Cushny, M.D., F.R.S. 
Fifth Edition, Thoroughly Revised and En- 
larged. Illustrated. Lea & Febiger, Phila- 
delphia, 1910. Price $3.75. 

Pharmacologists and experimental thera- 
peutists will welcome the appearance of the 
new edition of this standard work, which at 
the present time occupies an almost unique 
position in medical literature. Earlier edi- 
tions have been referred to in these pages 
in complimentary terms, and it may be well 
said that the fifth edition is in every way 
superior to its predecessors, so that there is 
every reason to believe that the book will 
continue to maintain the position which the 
first edition speedily acquired. 

In noticing the appearance of the fifth 
edition of a book which is so well known 
it is not necessary to review it thoroughly, 
because of necessity most of the text 
which appeared in the earlier editions 
We note with interest 
the author, unlike many pharma- 
admits that alcohol in cer- 
tain conditions of disease may be an exceed- 
ingly valuable drug, and while he of course 
believes that it is never a true stimulant, in 
the sense that it was at one time supposed 
to be, it nevertheless does good in conditions 
of exhaustion. We also note with interest 
that the author believes that caffeine in- 
creases the rapidity of digestion, although 
coffee and tea, he thinks, retard it consider- 
ably, probably because of the presence of the 
volatile oil in the coffee and of the tannic 
acid in the tea. Cushny accepts the term 
“adrenalin” as the best one to describe the 
active principle of the suprarenal gland, and 
adds that while several other nearly-related 
substances have an effect similar to adrena- 
lin, none of them are so active. 

Concerning the use of digitalis in aortic 
insufficiency, he believes that it is a valuable 
remedy, although, as is well known, many 
practitioners think it must be used with 
great caution in the presence of this lesion. 
The statement that digitalis is of great ser- 
vice in acute febrile conditions when the 


is still present. 
that 
cologists, 
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heart is affected by toxic products circulat- 
ing in the blood, is, we think, at variance 
with the experience of most clinicians. If 
there is one condition in which we desire to 
get the effects of digitalis, and in which it 
can almost never be satisfactorily obtained, 
it is in the failing heart which is so often 
the fatal ending of a toxemia produced by 
acute infection. We are also glad to note 
that Dr. Cushny admits that the clinical 
evidence in regard to the value of colchi- 
cum cannot be controverted, although we 
have no knowledge of how it does good, 
which is a refreshing admission of the value 
of clinical experience, and is in contrast to 
a paper recently published in which a 
pharmacological author asserted that col- 
chicum is of no value in gout. The positive 
statement that the curative effects of mer- 
cury in syphilis are due to its specific de- 
structive action on the organism of this 
disease, a statement which certainly until 
very recent days could not be made so dog- 
matically, is of value. In the article on 
Toxins and Antitoxins nothing is said under 
Antidiphtheritic Serum concerning the use 
of globulins, or so-called dry serums instead 
of the liquid form. Nor is anything said on 
anaphylaxis and its dangers. Antidiphtheric 
and antitetanic serum are the only ones con- 
sidered. 

An interesting illustration of the difficulty 
of following any method of classifying 
drugs, in a book of this character, is shown 
in its concluding pages, when cod-liver oil 
is classed with the ferments, secretions, and 
toxalbumins, and we think that most practi- 
tioners will fail to accept the positive state- 
ment that cod-liver oil has not been shown 
to have any action apart from that of an 
easily digested food. 

A History or MepicinE. By Max Newburger. 

Translated by Ernest Playfair, M.B., M.R.C.P. 


In Two Volumes. Volume I. London and 
New York, Oxford University Press, 1910. 


This is an interesting work dealing with 
the history of medicine, the first volume, 
which has just appeared, containing about 
400 pages, much of the material being in 
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small type to save space. The preface is 
written by Dr. William Osler, who empha- 
sizes the fact that during the last twenty 
years a remarkable revival of interest in 
the history of medicine has taken place. It 
was said by the late Alfred Stillé that the 
education of the profession on the subject 
of medical history would prevent an im- 
mense amount of unnecessary labor and 
serve to eradicate a host of mistaken ideas 
which had been held by our predecessors, 
and then redeveloped by their descendants 
long after the idea had been primarily 
found utterly useless. The opening pages 
of the present book deal with primitive 
medicine, the medicine of the East as among 
the Egyptians and Persians, in the East 
Indies, in China, and in Japan. The next 
part deals with medicine in classic an- 
tiquity, as, for example, the Homeric heal- 
ing art and priestly medicine; the medical 
schools of Cnidus and the Sicilian schools. 
The writings are included of Hippocrates 
and Hippocratic medicine in general; the 
Dogmatists, the Esclepiades, the Methodists, 
etc. The next part deals with Medicine in 
the Decline of Antiquity, and the last part 
of Volume I considers Medicine in the 
Middle Ages. To say that this book is a 
perfect mine of information as to ancient 
medical matters is scarcely necessary. There 
is little in it, of course, that will prove of 
practical value at the bedside, but there is 
an immense amount of information in its 
contents which will make the physician more 
thoughtful, more accurate, more learned, 
and more capable. 


A System or MepicineE. By Many Writers. 
Edited by Sir Clifford Allbutt, M.D., LL.D., 
F.R.C.P., and Humphry Davy Rolleston, M.A., 
M.D., F.R.C.P. Volume VII. Macmillan & 
Co., London, 1910. 

Volume VII of Allbutt’s and Rolleston’s 
well-known System of Medicine, which, it 
will be remembered, is being gotten out in 
a form somewhat different from that of its 
first edition, is devoted to a consideration 
of diseases of the muscles, the trophoneu- 
diseases of the nerves, vertebral 
Nearly all the 


roses, 
column, and spinal cord. 


contributors to this volume are men who 
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have already made their mark in neurology, 
and one of them is an American, Dr. M. 
Allen Starr, of New York. The depart- 
ment on diseases of the muscles covers 
only 62 pages; that upon the trophoneu- 
roses about 90 pages. The department 
which is headed “Diseases of the Nervous 
System,” which is rather a wide title con- 
sidering the other subjects not included un- 
der it, covers about 175 pages, and in this 
department is included an article upon med- 
ical ophthalmology by Sir William Gowers. 
About 115 pages are devoted to diseases of 
the nerves, 14 pages to diseases of the ver- 
tebral column and spinal meninges, and 250 
pages to diseases of the spinal cord, includ- 
ing caisson disease. The book is copiously 
illustrated and fully maintains the standard 
set by the volumes of the first edition and 
by the earlier volumes of the present edi- 
tion. 


Squire’s PHARMACOPEIAS OF THE Lonpon Hos- 
PITALS. Eighth Edition. J. M. A. Churchhill, 
London, 1910. Price 5s. 

The object of this volume, which per- 
haps is not familiar to many American 
readers, is well described in its title. It isa 
compilation of the formule of the various 
London hospitals, the original compilation 
having been made by Peter Squire in 1863. 
The prescriptions of each hospital are not 
placed under the name of the individual in- 
stitution seriatim, but the prescriptions are 
classified and the book is arranged alpha- 
betically, the classification being pharmaceu- 
tical and therapeutic. For example, Acida, 
7Ether, Alcohol, Aqua, Balnea, and similar 
terms are on the opening pages, the last 
collection of substances being the Vina. 
Following these prescriptions there is an 
appendix containing a large number of die- 
tetic and other recipes and: special prepara- 
tions designed for children. In each in- 
stance the name of the hospital in which 
the prescription is commonly employed is 
added, and often the purpose for which the 
prescription is used is given. To those who 
wish a complete formulary of English 
drugs, accurately compiled, this book can be 
cordially commended. 














Hookworm Disease. By George Dock, A.M., 
M.D., and Charles C. Bass, M.D. Illustrated. 
The C. V. Mosby Co., St. Louis, 1910. Price 
$2.50. 

It is one of the interesting developments 
of medical science that the knowledge of the 
entire profession has so greatly increased as 
to tropical and subtropical diseases within 
the last few years. Some of this increase in 
interest has been due to the extraordinary 
advances in medical science, and some of it, 
in this country at least, to the fact that the 
United States now has possessions in trop- 
ical and subtropical regions. Furthermore, 
the wide-spread prevalence of hookworm 
disease in the Southern portions of the 
United States and in Porto Rico makes the 
matter of great practical importance to 
practitioners in the South and also to 


those in the North, since they may 
from time to time be called upon to 
treat individuals so infected while so- 


journing where uncinariasis is commonly 
found. The present volume covers about 
250 pages, well printed in large type. It is 
copiously illustrated in such a way as to 
show the parasite and the lesions which it 
produces, and is well qualified to provide 
the general practitioner with full informa- 


tion concerning this important topic. 
Revised by W. 


THe ExtrA PHARMACOPGEIA. 


Harrison Martindale, Ph.D., F.C.S., and W. 
Wynne Westcott, M.D., Ph.D. Fourteenth 
Edition. H. K. Lewis, London, 1910. Price 
12s. 


There is no standard book dealing with 
medicine or therapeutics which should be 
more cordially welcomed than the Extra 
Pharmacopoeia, a small volume, familiar to 
our English brethren but comparatively 
little employed in America. It would be 
hard to devise a book which could contain 
more valuable information in so small a 
space, and we always look forward to the 
appearance of each edition of the Extra 
Pharmacopoeia with interest. It gives 
pharmaceutical, therapeu- 


chemical, and 


tic information concerning not only all 
official preparations in England and in 
this country, and in some other countries, 
but also concerning a host of remedies pos- 
sessing more or less value, which are unoffi- 
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cial, and which perhaps are not commonly 
It also gives information concern- 
ing a host of proprietary preparations, as 
to their uses, strengths, contents, and doses. 
The newer subjects of vaccines and anti- 
venines and organotherapy are included, 
and all this in a volume of a little over a 
thousand pages, which is not more than 
twice as thick as an ordinary visiting list,. 
and of about the same size otherwise. 


known. 


HypROTHERAPY. 
Illustrated. 
delphia, 1910. 


By Guy Hinsdale, A.M., M.D. 
The W. B. Saunders Co., Phila- 

Price $3.50. 

We have at least three books dealing with 
this important subject written by American 
authors, and all of them have an important 
function to perform in that they emphasize 
the desirability of resorting to hydrothera- 
peutic measures rather than drugs in all 
possible cases. 

The method of employing cold water in 
the various eruptive fevers is discussed af- 
ter a general consideration of 
springs and baths. The use of cold water 
in pneumonia and other fevers is also taken 
up, and the employment of various kinds of 
baths in arthritic conditions and in the 
treatment of alcoholism, morphinism, etc., 
is also considered. In other words, the book 
is devoted to the treatment of various con- 
ditions of disease by means of heat and 
cold as brought in contact with the body by 


mineral 


fluids or by compresses containing fluids. 
Accurate descriptions are given of the dif- 
ferent effects which are produced by vary- 
ing the pressure with which the water 
comes in contact with the body. 


A TExtT-BOOK OF VETERINARY ANATOMY. By Sep- 
timus Sisson, S.B., V.S. . Illustrated in Black 
and in Colors. The W. B. Saunders Co., 
Philadelphia, 1910. Price $7.00. 

This most recent contribution to the an- 
atomy of important domesticated animals is 
not only beautifully presented from the 
standpoint of the printer and publisher, but 
from the standpoint of the author as well. 
The book contains more than 800 pages. 
The illustrations, many of which are origi- 
nal, are clear and well defined. 

Knowledge of all forms of anatomy is of 
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value to the medical man, and as so many 
medical men use horses a considerable pro- 
portion of the profession will doubtless be 
interested in this admirable volume, as by its 
perusal they can render their own treatment 
of their live stock more intelligent and 
rational than is possible if anatomical 
knowledge is defective. It should be under- 
stood that the book includes not only the 
anatomy of the horse, but the anatomy of 
the ox, cow, and the pig. 


PuysicaL EXAMINATION AND DracNnostic ANAT- 
omy. By Charles B. Slade, M.D. W. B. 
Saunders Co., Philadelphia, 1910. Price $1.25. 
This book, as its title implies, is intended 

to be a text-book of physical examination 

or physical diagnosis. At the same time it 
is designed to impress upon the student the 
necessity of being well versed in the anat- 
omy of the parts which are commonly sub- 
jected to physical examination, as the chest 
and abdomen. For these reasons careful 
descriptions are given of the regional an- 
atomy of these parts, and pictures and dia- 
grams are copiously scattered through the 
book. The volume does not pretend to be 
a complete work on physical diagnosis. It 
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is rather a small handbook which can be 
used by the student before and after going 
to a ward class in order that he may bring 
to the examination of patients clear ideas 
of the location of organs and the physical 
signs which they produce. 


OrcAanic ANALysis CHART. By W. Harrison 
Martindale. A Supplement to the Extra Phar- 
macopeeia. Fourteenth Edition., H. K. Lewis, 
London, 1910. 

This is designed as a chart or a guide 
for the recognition of organic chemical 
bodies used in medicine. A given sub- 
stance, arranged alphabetically, has placed 
after it in small columns the various tests 
by which it may be recognized, under the 
headings of Heat, Sodium Hydrate, Cold 
Sulphuric Acid, Hot Sulphuric Acid, Nitric 
Acid, Litmus, etc., etc. This takes up the 
first 64 pages. The remaining 16 pages 
give so-called corroborative tests arranged 
in the form of short paragraphs. To the 
physician the volume will be of little value 
unless he is interested in pharmaceutical 
chemistry. To the pharmacist and chemist 
it will doubtless prove most useful as a 
handwork for brief reference. 
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LONDON LETTER. 





BY J. CHARLTON BRISCOE, M.D. 





During the past fortnight the British 
Association for the Advancement of 
Science has been holding its annual meet- 
ings in the city of Sheffield. It cannot 
be said that the discussions of the premier 
scientific body of this country grow in 
popularity every year. Indeed, each year 
the technical spirit seems to increase, and 
public interest in the discussions diminishes, 
for each section buries itself in abstruse 
problems which can only be understood by 
experts in that particular section. The 
annual meeting in former days was 
used as a platform for the announcement 
of the latest scientific discoveries, and as 





such was eagerly looked forward to by the 
scientific layman. Even the president’s ad- 
dress this year, instead of being a review of 
science as a whole, was concerned only with 
a certain aspect of geological science. The 
debate on education promised well as a re- 
lief from technicalities, but the speakers 
made use of so many expressions of termin- 
ological exactitude that expert knowledge 
was again required. 

Perhaps the most interesting discussion 
was that in which Professor Fessenden of 
the United States took part. He declared 
that the problem of making the wind serve 
man had been solved. Professor Fessen- 
den’s great work in connection with the 
Niagara Falls entitles his opinions to the 
greatest respect. He gave a most interest- 




















ing account of his theories and experiments 


to show that both wind-force and sun-heat 
can be used to produce electrical energy. 
He suggested that if we put up a number 
of huge windmills along the cliffs around 
England, we could by their means get 
enough power to run all the railways, manu- 
factories, electric light stations, etc., in 
Great Britain. The English engineers ap- 
peared to think that the construction work 
might be too costly to allow of profit, but 
the Professor declared that power 
would be cheaper than that produced by 
steam or gas, and only dearer than water 
power in districts where the latter was easy 
to obtain. 

Another Conference on Tuberculosis, less 
noticed than the preceding, but of much 
greater importance to the national welfare, 
has been that held at Edinburgh, and pre- 
sided over by Professor Osler. The ques- 
tion as to the most frequent avenue of in- 
fection was again discussed, and the general 
opinion appeared to be that the majority 
of the cases of tuberculosis are the result 
of inhalation. Professor Sims Woodhead 
said he thought that over 90 per cent of the 
population who lived up to forty-five years 
have been affected by tuberculosis, and a 
speaker from Montreal declared that prac- 
tically every redskin child became infected 
with the disease before entering school. AlI- 
though a great deal of individual effort has 
been made in the cause of prevention, the 
voluntary agencies now at work seem to 
have failed to produce the necessary ma- 
chinery to rid the working classes of the 
disease. Poor-law administration is both 
inadequate and obnoxious to the wage- 
earner, and insurance agencies are not 
likely to tackle the question effectively. 
State intervention appears to offer the best 
chance of finding an effective solution of 
the problem. The Conference passed a res- 
olution in favor of giving the prevention 
and treatment of phthisis a prominent place 
in the proposed government scheme of in- 
validity insurance. Professor Osler ex- 


such 


pressed himself as being strongly opposed 
to any such intervention of the State as has 
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recently occurred in the matter of non-con- 
tributory old-age pensions. 

In the report issued by the Local Gov- 
ernment Board on Infant and Child Mor- 
tality in England and Wales, a systematic 
attempt has been made to investigate the 
localization and extent of that which has 
been regarded as a blot upon our civiliza- 
tion. During the past few years there cer- 
tainly has been a wide-spread awakening 
to the national importance of excessive 
child mortality. The difficulty has been to 
assess the relative values of the different 
factors by which such mortality is brought 
about. These factors are classified into 
“pre-natal,” depending on the health of the 
mother; “natal,” in which the skill of the 
doctor or midwife is largely concerned; 
and “post-natal,” which arise from condi- 
tions of environment; but all these causes 
act together to such an extent as to be al- 
most inextricable. The effect of the weather 
in increasing or diminishing diarrhea is 
discussed, and much prima facie evidence is 
given which points to negligent and care- 
less attendance in childbirth as a cause of 
excessive mortality both among mothers 
and children. Recently there has been a 
decline in infant mortality, and it is proba- 
ble that the higher standard of education 
has had much to do with this desirable re- 
sult. Health visitors and sanitary associa- 
tions, as well as the sanitary officials al- 
ready engaged in public health work, have 
been concentrating on this problem, and 
have already helped to secure a “sanitary 
conscience” among the general public. In 
the report extreme importance is attached 
to the neglect of public sanitation as a prin- 
cipal if not the chief cause of excessive in- 
fant mortality. It appears that deliberate 
neglect of duty on the part of public author- 
ities occurs in the limited areas where such 
excessive mortality is allowed to continue. 
It is obvious that domestic cleanliness can- 
not have a fair chance so long as the sani- 
tary authorities do not carry out scavenging 
arrangements in a satisfactory manner, 
and so long as they allow streets re- 
quiring it to go unpaved. Vigorous action 
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on the part of public bodies will have an in- 
direct and educational effect, and when 
cleanliness is insisted upon by the authori- 
ties it will in time be more and more ap- 
preciated and imitated by those who live 
under the control of these bodies. 

In the matter of school dentistry Ger- 
many as usual seems to be taking the lead. 
It may surprise some to learn that no fewer 
than 4000 doctors are employed in some 
350 towns in Germany to inspect the school- 
children medically. Arrangements are in 
force which provide for the care and in- 
spection of the teeth of over 600,000 chil- 
dren of the elementary schools. This exten- 
sive work is carried on partly by voluntary 
societies, and partly by town or local 
authorities. The school dentists are state 
officials engaged for full time, and are not 
allowed to undertake private practice. 
Treatment is quite free, and tooth-brushes 
are presented to the little patients. We are 
not told if tooth-brush drill is obligatory, 
under pain of severe penalties, but we feel 
that something of the sort is necessary to 
round off the scheme properly. 

Lord Curzon is now bending his energies 
toward a very difficult subject. The idea 
is to make Oxford reform itself and be- 
come a modern university without breaking 
the splendid continuity of its history and 
traditions. A report has been prepared the 
chief features of which include the aboli- 
tion of compulsory Greek, institution of a 
business diploma, greater facilities for the 
poor undergraduate, and the question of 
degrees for women. In most colleges it 
appears quite difficult for a man to live the 
ordinary college life under £180 a year. It 
is almost impossible for a poor man who has 
come up with an “exhibition” to live eco- 
nomically, as the enforced “dinners in hall” 
run away with so much of his money. 
Whether the scheme outlined in the report 
will ever bear fruit remains to be seen, as 
such radical proposals are certain to meet 
with the most strenuous resistance. There 
will be a Homeric fight on the question of 
women’s degrees. The last time the subject 
was brought up the country clergy swarmed 
up in their hundreds to vote against the 


THE THERAPEUTIC GAZETTE. 





change. At present women who have been 
taught in Oxford or Cambridge go over to 
Dublin for their degrees, and the fee goes 
into the pocket of the more complaisant 
university. A diploma course for men who 
intend to go in for a commercial career will 
be a novel experiment in this ancient 
university, and the effect that it may have 
upon collegiate life will be watched with 
interest. 





PARIS LETTER. 





BY M, A’COURT TUCKER, M.D. 





The patient’s right to choose the physi- 
cian is considered as very important, be- 
cause it affords a better division of work 
among the doctors and is a guaranty of 
their absolute independence. This practice 
would also tend to uplift the moral, social, 
and pecuniary standing of the medical 
profession. However, the insurance com- 
panies, and other societies for mutual assis- 
tance, claimed the free choice of the physi- 
cian would exclude any chance of control 
and strongly objected thus to abandon the 
patient to the doctor; pointing out at the 
same time that the free choice of the physi- 
cian is not admitted in the hospitals, nor 
by the big railway companies. 

As both parties were not inclined to yield, 
the relations between the physicians and 
insurance companies became strained, and 
there was much talk about the inefficient 
work done by the insurance doctors. Many 
companies also refused to pay the increased 
fee claimed by the medical syndicates. 

This conflict seems now to have come to 
an end, and satisfactory arrangements may 
be expected in the near future. The com- 
panies probably will have to accept the free 
choice of the physician, and the medical 
syndicates recognize the fact that the party 
who pays the fee has a right of control and 
investigation. In accordance with these 
views, the last assembly of the syndicated 
physicians, presided over by Mr. Emile 
Loubet, the former president, decided to 
maintain the absolute free choice, but agreed 
that all litigation cases ought to come before 
a sort of mixed court of arbitration, assem- 
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bling every week, and in which the interests 
of the insurance companies and the physi- 
cians be represented equally. 

There exists in France a conflict of long 
standing between the medical profession and 
a large number of societies for mutual 
assistance and help. This medical problem 
is now on the point of receiving its solu- 
tion, or at least the two parties interested 
in the quarrel hope so. Hardly ten years 
ago there existed in France no society of 
mutual assistance worth mentioning, but 
since the increasing labor movement awak- 
ened among the working class the interest 
in self-reliance and mutual assistance, a 
great number of these societies were 
founded, counting their members by thou- 
sands, and are strong and prosperous. 
These societies afford their members, be- 
sides material help, medical assistance and 
the gratuitous dispensing of drugs. They 
may be compared in some respects to Am- 
erican lodges, and it can be understood that 
their work is quite important, as they pay 
over to the medical profession six millions 
of francs every year. 

Since the first of January of this year 
the syndicated physicians all over France 
increased their fees because of the more 
increasing expenses of living, which indeed 
may be calculated at a third during the last 
twenty years, especially in Paris. They also 
started a vigorous propaganda among all 
classes of society, and especially among the 
working class, to impose everywhere and in 
all cases the free choice of the physician. 
It also has been decided that in the near 
future the admission of medical students 
to all the medical schools of France ought 
to be limited to a certain number, and that 
there should be added to the professional 
teaching a short course of civil and com- 
mercial law. In so far as the last named 
proposition is concerned, the leading medi- 
cal men give the explanation, rather curious 
in fact, that the greater part of practicing 
physicians are not able to write out a certi- 
ficate for their patients. 

A scandal, in which a number of medical 
men have been involved, has cast a particu- 
lar light on the mismanagement of private 
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or semi-official institutions of charity. Some 
years ago a nun founded on the seashore a 
sanatorium for tuberculous children. The 
beginning was very modest, but soon the 
institution prospered and waxed rich, partly 
by the generous gifts of philanthropic peo- 
ple, partly by certain financial operations, 
which afterwards were found to be of a 
fraudulent nature. However, in the period 
of ten years the institution collected many 
millions of dollars, which went into the 
pockets of the nun and the members of the 
medical board, the president of which, Dr. 
Petit, committed suicide when the swindle 
was discovered. The fact is that public 
opinion and public charity were wilfully 
misled by the board of supervisors, and a 
great number of leading medical men, who 
lent their name as patrons of the institution, 
were thus put in a rather unenviable posi- 
tion. After investigation it was found that 
the famous sanatorium supported 18 to 20 
children per annum, and only one of the 
supervising medical men had visited the 
institution. 

After the suicide of the president the nun 
was arrested, but has been released since, 
the creditors swindled by her having been 
paid by some rich strangers, mostly Ameri- 
cans. In reprisal the official severity turned 
against that foreign element. 

For some months past numerous lawsuits 
have been instituted against certain foreign- 
ers, and especially against an American, who 
made himself a certain reputation by the 
sale of a miraculous belt. The definite 
judgment is not yet rendered, but it may be 
surmised that it will put an end to the sale 
of this useful article. American products 
and American practice of medicine passed 
a bad quarter of an hour in the court room. 
If such affairs are given a wide publicity, 
certain others, which ought to be known by 
the public, and especially by strangers visit- 
ing Paris, are kept quiet and come only to 
the knowledge of the interested parties. I 
mean to speak concerning several private 
hospitals in Paris. As every one knows the 
city hospitals of Paris have rather a bad 
reputation among all classes of society, and 
the common people especially regard them 
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with a certain terror. Therefore every one 
who is able to pay a doctor prefers to be 
treated at home, or if this is not possible, 
to go to one of the private hospitals, called 
here “maison de santé.” There is a goodly 
number of them in and about Paris, fifty 
perhaps ; some of them—very few, it is true 
—charge their patients one to two dollars 
a day, but most of them are very expensive, 
and the daily bill may go up to 50 francs 
and more. This last class is rather intended 
for rich people and rich foreigners. Now 
if a foreigner falls sick in his hotel, the 
manager usually wants him to clear out, 
unless he is willing to pay exorbitant prices, 
and the next step to be taken is to go to one 
of these private hospitals, as the admission 
to the city hospitals, even if the foreigner 
wanted to go there, is denied to him. Not 
much time is given for consideration, and 
the patient is rushed to a place in which his 
experience may be such as to make him 
regret ever having come to Paris. Since 


the private hospital is essentially a money- 
making institution, the patient is retained 


as long as his money lasts. In one case a 
rich American woman, having been taken 
suddenly ill, was sent to one of the most 
fashionable and high-priced of all the sani- 
tariums, where she was told an operation 
would be needful, tor which the fee of five 
thousand francs was demanded in advance 
and paid. With much difficulty this lady 
finally secured a consultant not attached to 
the sanitarium, who assured her that an 
operation was not indicated. She failed to 
recover her money. Americans should not 
come to Europe suffering from maladies 
which may become critical at any moment. 
When thus taken they are prone to hurry to 
Germany, where the sanitariums are excel- 
lent and this form of financial exploiting is 
not so common. 

The question of depopulation is an ever 
present one, and the cause of this condition 
seems to be quite overlooked by those whose 
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position should keep them well informed. 
One senator, also a professor in the medical 
faculty, has presented a bill which if passed 
would punish all unmarried men by increas- 
ing their taxes and military service, prohibit 
them from inheriting and exclude them 
from holding office in the national govern- 
ment. A real cause of depopulation is mal- 
practice, which has become nearly a national 
institution. In Paris alone perhaps a thou- 
sand women masquerading as midwives and 
helped by suggestive advertisements in the 
daily papers are busily engaged in depopu- 
lating—greatly to their own profit, since 
some are said to make more than ninety 
thousand francs a year. Legal action 
against these criminals is exceedingly rare. 
Though many women die in the great city 
hospitals as a result of malpractice, they do 
not denounce the guilty parties; without 
this legal action is not possible—moreover, 
the law is so framed that in case of convic- 
tion punishment would be meted out both 
to the charlatan and her victim. 

Besides Paris, in the country the evil is 
just as great, and the proverbial innocence 
of the peasants is a thing of the past; they 
imitate in the best way their sisters in the 
cities. But here there is a better chance to 
get hold of the guilty sometimes, and then 
they are punished. 

There is only one way out of the difficulty 
—investigation of every suspicious case, 
strict and severe control of all the midwives, 
both by the police and a supervising medical 
board, as it is done in Germany, suppression 
of the newspaper advertisements, and finally 
a most severe punishment for the guilty. 
All other measures of a scientific or purely 
legislative order are pure nonsense. Since 
the discussion of this question has come up 
it has been asserted many times by French 
writers and medical men that the same con- 
dition prevails in the United States, the real 
cause there being the desire to avoid the 
charges of a big family. 














